Google 



This is a digital copy of a book that was preserved for generations on library shelves before it was carefully scanned by Google as part of a project 

to make the world's books discoverable online. 

It has survived long enough for the copyright to expire and the book to enter the public domain. A public domain book is one that was never subject 

to copyright or whose legal copyright term has expired. Whether a book is in the public domain may vary country to country. Public domain books 

are our gateways to the past, representing a wealth of history, culture and knowledge that's often difficult to discover. 

Marks, notations and other maiginalia present in the original volume will appear in this file - a reminder of this book's long journey from the 

publisher to a library and finally to you. 

Usage guidelines 

Google is proud to partner with libraries to digitize public domain materials and make them widely accessible. Public domain books belong to the 
public and we are merely their custodians. Nevertheless, this work is expensive, so in order to keep providing tliis resource, we liave taken steps to 
prevent abuse by commercial parties, including placing technical restrictions on automated querying. 
We also ask that you: 

+ Make non-commercial use of the files We designed Google Book Search for use by individuals, and we request that you use these files for 
personal, non-commercial purposes. 

+ Refrain fivm automated querying Do not send automated queries of any sort to Google's system: If you are conducting research on machine 
translation, optical character recognition or other areas where access to a large amount of text is helpful, please contact us. We encourage the 
use of public domain materials for these purposes and may be able to help. 

+ Maintain attributionTht GoogXt "watermark" you see on each file is essential for in forming people about this project and helping them find 
additional materials through Google Book Search. Please do not remove it. 

+ Keep it legal Whatever your use, remember that you are responsible for ensuring that what you are doing is legal. Do not assume that just 
because we believe a book is in the public domain for users in the United States, that the work is also in the public domain for users in other 
countries. Whether a book is still in copyright varies from country to country, and we can't offer guidance on whether any specific use of 
any specific book is allowed. Please do not assume that a book's appearance in Google Book Search means it can be used in any manner 
anywhere in the world. Copyright infringement liabili^ can be quite severe. 

About Google Book Search 

Google's mission is to organize the world's information and to make it universally accessible and useful. Google Book Search helps readers 
discover the world's books while helping authors and publishers reach new audiences. You can search through the full text of this book on the web 

at |http: //books .google .com/I 




ttbe Society of the mew l?ovk TbospitaiT 

A>arcb, tSdS. 




I Hbe Society of the Hew JJoili fcospltal, 
/Daccb, 1808. 




nM'''^crk hospital 

BY BEQUEST OF 

"'^Si ALONZO CLARK, M. D, L L.^ 



NEW YORK: 
; WILLIAM WOOD, 389 BROADWAY. 
1861. 



L^o 



766/ 



CONTENTS. 



Page 

INTEODUOTIOIT .......... 6 

SECTION I. 

Directions fob Clinical Examinations of Patients: 

Diseases in Classes and Orders 9 

Tabular View of the Classes, Orders, and Special Nomen- 
clature of Diseases 11 

Preliminary Examination of Patient 17 

Instructions for making a Clinical Examination in a Case of 

Disease not being Wound or Injmy .... 27 

Percussion 47 

Auscultation ......... 60 

Expectoration 63 

Haemorrhages ......... 65 

Appreciation of Vital State of Patient .... 66 

Cases presenting Signs or Symptoms referrible to the Lungs 68 

Cases presenting Signs or Symptoms referrible to the Heart 64 

Urine. — Clinical Examination of this Fluid ... 99 
Special Tests for Urinary Elements Abnormal in Quantity 

or Kind 104 

SECTION II. 

Post mortem Examination: 

General Directions 119 

External Appearances 120 

Appendix. — Directions for "Writing Prescriptions , . .171 

Glossary 177 

Forms for Heportinq Cases. 



HANDBOOK 



HOSPITAL PRACTICE. 



INTRODTJCnON. 



er become skilful, self-reliant, 
B Mediuine and Surgery who 
d recorded the phenomena of 
their student days in Hospital, 
and surgeons, and v 



FiTC persons, if any, have e 
and successfal Practitioners 
have not closely watched a: 
disease at the bedside during 
Amongst the ablest physiciai 

of almost unlimited experience, it is common to bear refer- 
ence to cases noted by them in hospital in the days of 
their own pupilage, and whic;h have in a manner become 
the centre and the very keystone of their subsequent know- 
ledge and skill. None would be found willing to part with 
this long-cherished experience, so vividly and indelibly im- 
pressed upon the mind; and no one that conld anticipate 
and anderatand fully its value to bim in after-life would 
n^lect the opportunity which he possesses, in the few years 
of his hospital studentship, of laying by a store of it, in the 
only way in which it can be acqnired, viz., by the personal 
■iipcrintendeuce, observation, and recording of some few 
select examples of the most important injuries and diseases. 
All medical e>:perience and authority are unanimous 
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tlifit Clioical or Bedside Study in an Hospital is inrJispensa- 
ble to the formation of a sound and safe Practitioner ; yet 
tliia truth, though now trite and commonplaeo in all mouths, 
is still barren of at least half which it practically imports. 
For clinical or bedside study implies something more than 
the half-cunoHB, half-listless manner of reconnoitring a la 
distance a striking injury or unusual disease too often wit- 
nessed on the part of some students. To profit fully by 
hospital attendance requires much on the part of the student, 
and much on the part of hia clinical teacher, the physician 
or surgeon on dnty. 

I am persuaded that in the majority of instances this is 
fully felt by students; but from the very nature of bedside 
observation in hospital, difficulties of no ordinary kind have 
to be surmounted at the very outset. 

The various requirements which go to mate up the prac- 
tical physician and surgeon embiace a wide ranpe of 
multifarious knowledge drawn from several sciences ; of mnl- 
tifarioua facta which can oijly be picked up one by one as 
occasion offers; and of technical still in the use of various 
instruments and various physical appliances, to be mastered 
only in fragmentary, and often very unconnected, detail. 

Generally speakiTig, years elapse before the student, how- 
ever diligent, gets a good intelligible grasp of this apparently 
heterogeneous and unconnected assemblage of written and 
nnwritten fr^mcnts of knowledge ; facts with seemingly 
little or no relation to each other; and the manual and 
mental acquirements necessary to master and pat them into 

Now, though e^iperienco shows it to be futile to endoavonr 
to reduce the study of medicine to any strictly accurate or 
scientific aij»tem, I believe that the want of some method in 
the acquisition of our medical and surgical knowledge 
gi;eatly enhances the difficulties we Lave to contend with. 
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and unquestioiiatily impedes oiir progress. And, indeed, I 
am eonlident, that if there be any one cause more tlion 
another which leaves so many students lamentably deficient 
in medical knowledge in the second, third, and even some- 
times II Ti fortunately in the last sessions of their hospital 
attendance, it is precisely the want of some methodised plan 
upon which to pursue llieir observations and inquiries at the 
bedside from the outset. It has thetefore occurred to me, 
that it would be an invaluable acquisition to the student if a. 
simple methodised plan of Clinical Observation could be 
framed, and combined in some convenient form, with brief, 
bat explicit, instructions as to the be^ mode of procedure 
for investigating any given case, arriving at a diagnosis, and 
recording its history, symptoms, treatment, daily progress, 
and teriDination. It seemed to me that a small work of this 
nature would prove a most useful companion to the student 
at the bedside. I also conceived, that if at the same time it 
contained in condensed, yet iiitelligiblc and readily accessi- 
ble form, a compendium of the preliminary knowledge most 
essential for rightly interpreting and using the information 
thus acquired and recorded by the student, it would be of 
infinite service by preparing him to profit by the more 
advanced teachings of the clinical physicians and surgeons, 
mach of which is now lost, to the junior students especially, 
by reason of their not having the necessary preliminary 
information. Few clinical teachers are not seTisihle of the 
loss of time to themselves aud the class entailed by the want 
of the requisite elementary knowledge on the part of many 
students to enable them to profit by what they see and hear 
at the bedside. 

It is with a view to endeavour to supply these wants that 
the present " Introductios to Hobi-ital Practicr" has 
been written. Without farther preface I shall introduce the 
student to the practical consideration of disease. 
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In a work of this kind, comprising multitudinous details, 
necessarily much condensed to admit of their being brought 
within a narrow compass, it is almost impossible that errors 
and omissions, and perhaps important ones, should not exist 
in a first edition. I am sensible of many such imperfections 
in these pages, for which I crave the kind indulgence of my 
readers. 
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SECTION I. 



DffiECTIONS FOR CLINICAL EXAMINATIONS OF 
PATIENTS. 



g 1. Thb "ills which flesh is h«ii- to," and which fall within 
the domain of the physician and tlie surgeon, are very nume- 
rous and of great variety. It will he well at the outset to 
place before the student a tabular view of the diseases the 
human frame is liable to. It will serve, as it were, for a 
skeleton map of the countries he is about to explore. I 
have adopted the system of nosology or classification of 
disease proposed by Dr. William Farre, and employed in the 
registration of deaths in England under his able superintend- 
ence. I conceive it to he at once simple, comprehensive, 
and, with but little exception, satisfactory in detail. It is 
now in general use in England, has been approved of in 
France and Belgium, and has been accepted, with alight modi- 
fications, by a congress of scientific men assembled at Vienna ; 
and it is highly probable that a nomenclature substantially 
the same will ere long be adopted in many of the chief states of 
Europe. As I have reason to believe that its speedy adoption 
by tbe medical department of the British army is contem- 
ptated,it is of great consequence that students designing them- 
selves for the public service m these countries, should take 
the earliest opportunities of becoming familiar with its use.* 

• The tables hero given are portly taken from the able " Handbook 
or TUB SciENUB AND PluotlOEOF MEDICINE," bj nij friend and former 
colleague in the East, Dr. Wm. Aitken; tb»7 have been compared 
with fomiB kindly fbmUhed to me by Dr. Farre for otber purposes. 
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Zymotic Diseases. — ZymoUci (ivpn, leaven). DiseaaeH that are 
eitlier epidemic, endemic or contagious j induced by some speciflo 
body, or by the want of SDod, or by its qaality. In this clusa there 
aie four orders of diseases, namely: — 
Okdeb 1.— Musuatio DiAEASsa . . . Miamnaiici (jifa'^a, stain, defile- 



— EhTHBTIC DlSEiBES . 



Enthelici (!,6n<n, put in, im- 
planted), 
" B. — Dietetic Diseases .... Dideiici (iffmio, way oriife, diet). 
" 4. — Pababitic DiSEJEBS . . . Forasiiici {lapamrot, paiaeite). 

CLASS IL 
COHBTiTunONAL TnsEAses.^ Cachfctici (•ax'l'', bad habit of body), 
sporadic diseases ; affecting several organs io which new morbid pro- 
ducts are often deposited ; sometimes hereditary. 

Ordeii I. — DiATSETio DiSEAS&B ■ JXaOieiid (iioBaiit, condition, 
diathesis), 
" [2, — TuBESCDLAB Diseases i'h(Awici(#SfDi(, wasting away). 

CLASS ni. 

Local Diseases. — Jfonor^nici (fdtix, alone, without others; Ipyamu, 

organ), sporadic diseases in wliicb the functtona of particular organs or 

Byatema are dieturhcd or obliterated, with or without iiiflanimR tinn ; 

■ * ;s hereditary. 

— Bkain Diseases 
— Hkakt Diseases 



Oadeb 1, 



3. — LUHG Diseases 
4. — BowBL Diseases 
6. — EiuNET Diseased 
e.— Gemnetio Diseases 
7.— Bomb 



Oephalia (tufaXii, bead). 
CurdUtci {taplia, heart), 
flneumunici (wrtf^uK, lung). 
Enieria (firipov, inteBline). 
yepkiitici {ritpii, kidney). 
. _ . Aidaici (ajftio, pudenda). 

McBCLE DiB- MyoiUci i-it, muscle; iurla, 

" 8, — Skin Diseases . . Chrotici (xp^ii skin). 

CLASS IV. 
Dbvelophentai, Diseases. — Jlelamin-pMci (/.irojii^^win, changa of 
form) ; special diseases, tlie incideutaJ result of Ibe fcrmslive, repro- 
ductive, and nutritive powers. 
Order 1. — Developmental Dibeahes of Children Faidici (iraiJio, 
youth). 
'• 2. — Developuektal Diseases OP Wousji . Gymact (/in', 
woman). 
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CLAS8B AHD OBDEB8 OF MSKAB»I 11 ^H 


Ordeo 3.— Devklophesul Diseases or Old Grralici (>^c, ^| 


People old »go). ^H 




^r^atrophj). 


Tabular View of the Classa, OrHeri, and Spetial Xomin- ^ 


clalure of Diieatei. ^| 


CLASS L-ZTMOTIC riSEASES.— ^y^.o(.■d. H 


Order 1. — Muskatic Diseases.— Jfiofnuifici ^| 


EiifliihHuna. l*liB Niow. Kngttab Num* L.Ui.Su»<« B 


BmaUPns . Varida. 


Hybrid of M™-) 


VariulcBd . . IVintoiilej. 


flleaandScar-t/fti&wio. 


Chicken Fox . VarictOa. 


let Fever. ) 


Uiliaria . . Miiiaria. 


Dengue . . ScarlotiKa Bhai- 


Meaalcs . . Jfor6,«i. 






Quinsy . . TbiwtKo. 


Diphlberia . SiplUhiTia. 


Corbuude . AitOirm. 


Uumpa . . PoTotia. 


Boil . . Fuivncalut. 


Oroup . . IViicAeafia. 


lufluenxa . . Injiueuia. 


Whooping Perlusat. 


Dysenleiy . Dysailaia. 


Cough 


Diarrhiea . Dwrrhaa. 


CoDtmued Fever Ji&rii Qmiinua. 


Cholera . . Cliokra. 


ReUpaing Fever Fdn-is BaMTTimi. 


Yellow Fevor . l)/pbus Icterodel. 


Typhus Fever . Typhus. 


Reniiltetit Fever, ( IVirw Remit- 


Typhoid Fever . Fibris Typhoidis. 


Crimean Fever ' (nu. 




Hong-Kong Febris T^i- 


Erythemn . Ergtiitma. 


Paver, tc, io. ' COTtim. 


Hospital Gao- Conjrawa ATago- 


igne . . it6m IidenaU- 


grene eontialu. 


Icni. 


Pyemia . . Pyemiti. 




Melria . . K6rw Fwrpera- 


AailHS, vel Ji- 




bria Hheuina- 


TliB Plague . Pesfu. 


Uca. 


Ordeb 3.— Enthetio DiaxASEB.— fnfjielicj. ^| 


Sypliilifl (l^ri. SyphiUs Prima- 


Pellegra . . FtJlafra. ^M 


mary). rias. 


RadeBygB . BadaiygK. ^H 


Syphihs (Second- Syphilis (Sean- 


FumloDt Opb- OphlMmia Ftf ^M 


ory> donW). 


tbolinia rulmita. ^M 


GonorrhcBa . GoiHirrhaa. 


Qlaiiders . . Mquima. ^H 


Leprosy . , Lm-a. 


Hydrophobia . llabun. ^M 


NecUBia , . N>xwia. ^M 


or the Leprosy or MoseB.) 


UHllguaut Pus- Ftulula Mtligna. ^M 


YftWi . . Frmnbasia. 


tule. ^M 



12 B^^^^^^^T ' ^^^^^^H 


OfiDER 3.— Dietetic HisEABm.—Bkletid. ^^M 


Engliih K&mci. Ulln Niuaes. EdkIIsIi Nsmel. L&tlnNamei, ^^| 


Famioe Fever . Fibris d likms. 


Alcolioltem, in- Akohalismus. ^H 


Scurvy . . Scorbtitus. 


eluding Intern- ^^1 


Purpura , . Pttrintra. 


perancu, D<!li- ^H 


Rickets . . Badiitis. 


rium Tremena, ^^H 




aad Catacaudia ^^1 


Croliniam . Oreiinismta. 


■ 


Ordbr i.— pABjiarno 


DiSBABES.— ftorojiYiri. ^^H 


Tbrash . . Aphtha. 


Tape Worm . Tania SoliUM. ^^M 


Ponigo . . Parrigo. 




Scabies . . Smbi^ 


Bound Worm . Aacaris Lumbri. ^H 


Phthiriaaifl . Morbm Pedim- 


coid<^. ^^M 


laris. 


Thread Worm . Ascafis Vermiat- ^^M 




laria. ^H 




Guinea Worm . Drocaiicalus. ^H 


Mhinococoa 




Hominia. 


■ 


CLASS II.— CONSTiTUTIODTAL DISEASES.— Cfl^wiid, ^H 


OnoEE 1.— DiATHBTio DiSEASKa — i)i<i(Ae(tei. ^^1 


Gout . . Podagra. 


Cancer, Epithe- CaTdnoma, Ej/i- ^^M 


Amemitt , Aruxmia. 


lial and Sweeps' Oieliama. ^^M 


Dropsy . . Hydrops. 




Cancer . . CiiTcinonui. 


Lupus . Lupru. ^H 




CaoliBr . Omgrena. ^H 


Colloid . Alveolare. 


MortiUcatioQ . Noma. ^H 


Osteoid . Osteoidea. 


Dry Gangrene . Gangrena Seni- ^^H 


SthirrouB . Schirrkoma. 


■ 


OBDES a— TuEETtOL-LAS DlBKABES.— i'Aftisiri. ^| 


Scrofula . . Scrof^. 


Phtliisis . . P/ithisis. ^H 


Tuberculoma, . Tvheradosis Mo 




meaeiiterlc . eeaterica. 


(With Tubercu- Mmivigia 3W)er~ ^H 




lar deposit) cuZtrsa. ^^H 


ritonitis . eutoira. 


■ 




OaDBR 1.— Brain Diseases.— Cgifto/in. ^^| 


Meningitis . MmingUi/i. 


Uania . Majiia. ^H 








fTAnhAliHa . Cephalitia. 


Dementia 


Dementia. ^^M 


^■■Ks . .i/TeI<<^. 


Epilepsy . 


Epikpaut. M 


^^^^Kety . Apopkria. 


Hysteria . 


MyaUria. H 


^^^^Kri^. . P<(r«Ji^. 


Tetanus . 


Jilanua. ^H 


^^^^^■Eig Falsj . S^ralyaii Agi- 


Convulsions 


Ommiaio. .^H 


^^^^^ ta™. 


Laryngismus 




f Chorea . C/ioren. 


Neul^gia, Tic Iftu^algia. ^H 


■ Delirium Tre- Delirium Tre- Douloureux. ^H 


■ a'-nt mtna. Neiirom* . , Kmnima. ^H 
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Order 11.— Heart Diseases.— CardiociL ^M 


English Hame.. L.Un N»mEt EBglid, ITunwl. UtIllNudM. H 


Carditis . . CardUis. 


Aneurism or the .^netimina Cor- ^H 


Pericarditis . J^icardilU. 


HeaH . , dis. H 


EndocarditU . EndocardUit. 


Aneuriam of the Aneariama Aar- ^H 


Disease of Heart Horbia Cordis 


Aorta, ic ia. ^H 


Valves. . Vulvidaram. 


AaglDB Pectoria Jn^ina Petturia. ^H 


Heart Hypartn>- Mypertrophia 


Fainting . . Si/Kope. ^H 


phy, . Cordis. 


Arteritis . . Arterilix. ^H 


Y Atrophy . . Atr<^hia Cordis. 


Atli^roma . AlAeromo. ^H 


Patty Degenera- G>rd,s Degewra- Phlebitis . FIdebitie. ^M 


iiaa tio. i Varicose Veins Varix. H 






Pneumonia . Pammonia. ^| 




Pleuro-Pueumo- Piearo-Fneumo- ^H 


(Edema of the . (Bdema GlotU- 


oitia nitii. H 


Glottis . . (til. 




IdxvQgismus . Laryngismua 




Stridulus . Stridyha. 


Lunga ^H 




Grinders' Asth- Acikma. H 


Pleurisy . . PleaHiis. 


■ 




Ulners' Aetlmia 1 H 




Colliers' Asthma 1 Aelhma JteUUU- H 




Spurious Mela- f coram. ^1 




Dosis. J ■ 




■ 


Orbbr IL— Bowel rmsAssa.—EnUrid. H 


Glossitis . . Gbasitis. 




Stomatitis . SUrmatitit. 


Mols^Da . . MelcBiUL H 


Pharyngilia . Pharyngitia, 






laema ^H 


Gastritis . . GaxirUu. 


Paucreatic Dia- Morbus Panona- ^M 


Knteriiis . . EateriHi. 


ease ticun. ^M 


PerilonitiB . iViWniiii 


Splenitis . . SplmiiU. H 


neus . . 7I«u. 


Hepatitis . . M^iatilia. ^1 




Jamidice . . Jcterus. ^H 




Galislones . CbokUlhwt. ^H 


Dyspepsia . Dynpepsia. 


CirrhosU . . Cirrhoni. ^H 


Pyrosis , . Pyroeit. 


Astntea . AseUea. ^H 




■ 


OauEa v.— KmKKT Dbeaseb.- JfgiAriiW. ^| 


Nephritis . . KephrUia. 


Diabetes . . DitOeks. ^B 


Ischuria . . JitAaria. 


Stooe A CakulKiTaiax. ^1 


Diureaia . . Diur^. 


Grave! . \ yd /ietiolu. ^H 


Nephria ) 


HDctnaturia . Hanmluria. ^H 


(BrighfB Disease) V N^ephria. 


Cystitis . Chjalxt-LS. ^1 




^^BH 
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Ohbsr VI.— Ge. 


■NETI 


DlSEASES.- 


-Gen 


efici. 


EnilHh Names 


LaUaNBB 




Eflgli^li Nnmag. 




Var!cncGla 


Varicocele. 




(Uterioe Tumouri (Jltnioc Utai.) 


Orcliitis . 


Orahitii. 




Ocamn Dropay 


Eydrops Ovarii. 


Hyarocele 


Sydrocele. 




(Ovarian Tmnour)(71(nio> Oiiarii.) 


HysteritLs 


BysteriUs. 








Ohdsr 1 


II.— BOKE A 


J.-D Muscle Disbages.- 


-Myostid. 


Synoritia . 


Sv»ovilis. 




Cariea 


Caries. 


OstiliB . 


Ostitis. 








BsosHtia . 


RcoatUia. 




Muaoular 'Atro- 


Atruphia, val De- 


Brittle Bonea 


FragaUas 


Ossi- 


phy or Dege- 


generalio Mus- 
caiorum. 


Son Sonea 


MoUOia Oaaium. 






CursBture of 


Ourvaim-a 


Spi- 






Spine . 


na. 








Orbee TIIL-Sek 


DiSEASES.- OAroiii* 


Roseola . 


. Roseola. 




Mentogro . 


Mentagra. 




. Urticaria. 




LiclierT 




Lichen. 


Kczema . 


. fiaema. 




Prurigo 




Prurigo. 


Herpea . 


. Herpes. 




FsoriasiB 




Fsoi-ians. 




. Pemphigus 




Pityriaaia 




PUyriasia. 


Hapia 


. Bupia. 




Ichthyosia 






Ecthyma . 


. Ecihvma. 




PhlegraoD 




PhkgmorL 


Impetigo , 


. Impetigo. 




Whitlow 




Paronychia. 



CLASS IT.— DRVBLOPMBNTAL DISEASES.- JfrfaTTiorpftiri. 
BtQlborn . . Nafym Mtniuva. I Spina Bifida . SpirM Bifida. 

Premature Birth . Fremahatis Na- Imperibrate Amu Ania Imperfo- 

Atelectaaia ■ Atdectasw Pal- \ Idiocy . . Ihlailas. 
monum. [ Coneenital Deaf- Mutilas. 

Malfonnutiona . Vitia Cmf<rrma- Duniboeaa. 

* ■ Teetliing . . Deniilio. 



CyaD 



. Gya,^ 



Ordbb 2. — Developmental Diseases op Women, ohieflt nr 
TBE Repboduotivb Aob.— Gyntoci. 

Chlorosis Chlorosii. 

CliiWbirth, MiacsiriBge, Abortion . . . Partus, Abortus. 
(Including death from " Pelvis deformed ^WTipture of uterus, 
extra-uterine foetation, flooding, puerperal mania, puerperal 
convulaons, syncope, liyaleritis, breast abaceaa.'') 

Paramonitt Paramenia. 

(Including " Amenorrhcea, leueorrhtea.") 
Order 3. — Devblopuestal Diseases of Old Pbople. — GeraticL 
Old Age Sencctia. 



CLASSIFICATION OH FKTKES.^^^^^l^^^B 


OsuER 4,— Diseases or SinRiTioa.—AlropJu'a. ^| 


Atrophy, Debility (inoludes premature old age) . Atrophia, Asthenia. ^M 


g 2. The following classification of Fevers will be found a ^| 


simple and convenietit one for the practical record of caseB ^M 


in hospital. ^M 


I.— Pbiuart Fevees. ^I 


. (o.) Continued Fever: 


(h.) Intermittent Fever or Ague:— ^| 


'or^idi.^ m 


Sj/nochus, or Mixed or Nervous 


Tertian. ^M 


Fever. 


QuariatL ^M 


!I)/phiis, or Adynamic Fever, 


(n.) Remittent Fever :— ^H 


Spotted or Irish Fever. 




J^hoid, or Enteric Fever. 


comprisingBilioua Remittent, ^H 




aud Yellow Fever. ^1 


IL— Ibritativb Fevees. III.— Eruptive Fbvebs. ^| 


Gastric Fever. Variola, Small Poi, ■ 


Gaitro-Inlesiinal E^ittent Rubeola. Measles. H 


Stdic Fever. ScarkUina, Scarlatina. ^H 


§ 3. The nest Table contains a useful summary of the ^| 


Classes and Orders of Skin Diseases on a plan derived from H 


the systems of Willan, Batcman, and Eiot. H 


1. ESAKTHBMATA. 


4. PCSTULJi. ^H 


Rubeola* 


Vanola* ^M 


Scorktina.* 


Vaccinia.* ^H 


Erythema. 


Kcthyma. ^M 


Erj'sipelM. 


Impetigo. ^M 


Roseola. 


Acne. ^^M 


Urticaria. 


Mentagm. ^M 




I'OITigO. ^M 


2, TEBicui,.a. 


^M 


Etaenia. 


^^^H 


Herpes. 


PjLtULX. ^^^^^M 


Scabies. 


^^^^^H 


Miliaria. 


^^^^^H 


VmiobUb. 


^^^^1 




6. SUUAMA ^^^^B 


3, Bull* (7). 


Psonnsls. ^H 


Pemphigaa 


PLtyri^,E<is. ^M 


Rupla. 


lehliiyosia ^H 


• Tliese diBCusea btlong more properly to the class of Eruptivo ^H 
Fevers. ^H 
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Mollascum. 

Frambfeaa (tflspbL>rr3'-lik9 

tubercloa). 
Keloid. 

I. MACDLX. 

Lentigo (Freckle). 
Kplielides (LiTer-apot). 
NiBri. 
Vitiligo. 



13. Malum AiiEPPORUit (ulcera- 
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IB. STPniLIDA. 

16. DSEUATOPHYTA. 



g 4. Tlie student will do well to commit to memorj' tiie 
names of the Classes and Orders of this nomenclature, mas- 
tering tbe significations of the terms and the roots from 
which they are derived. I here repeat the Classes and 
Orders in a condensed form, for convenience of reference : — 



Class I. — Zritotio Diss asks. — Ztuotici. 
Order 1. — Miasmatic DiaeHses 

" 2. — Enlhetic (implanted) Diseases 



ErUhetici 
-Dietedn. 



Class II. — ConsTmrrioiJAL DaKiSES. — CACHECTrci (Sporadic Dia- 
easea, affecting several organs, io which new morbid products 
are often deposited ; sometimeB bereditary). 

Order 1. — Diathetic Diseases .... I>iathf(ici. 
" 2. — Tubercular Diaaaaoa , . . Phihmd. 

Clabb m. — Local Diseases — MoNOBCAjncL 

OMer 1. — Braio Diaaasea .... Cephalici. 

" 2. — Heart DisesBes .... Cardiaci. 

" 3. — Lung DIaeaaes .... Rteumonui. 

" 4. — Bowel Diseases .... ffiifertci. 

" 5. — Kidney Diseaaes .... JfgiAriliei. 

" fi. — Gennelic Diaeaaes .... Aideici. 
Mj/aatici. 

. Chrolici. 



Class IT. — Develophestal DisBASEa— Metahobpeioi. 
Order 1. — Derelopmeatal Diseases of ChQdren Faidid. 
" 2, — " " Woman Oyniod. 

•I 3.^ " " Old People Qeralioi. 

• i-I)i.e««. or NuWBon )?£•"?!'"■" fj^fS?'"'' 
I Atropnioa Atrophici. 

It will be very useful to commit this table to memory, and 
to endeavour now and then to reduce to tlieir proper [ilace, 
under Specific Class and Ordei', tbe various diseases met with 
in hospital practice, 

PRELIMINARY EXAMINATION OF PATIENT. 



I 5. We will now suppose the student to approach for 
the first time the bedside of a patient in hospital ; and here 
let me quote from the worda of Professor Bennett, and 
entreat 3-ou to grave them on your memory ; — '' It should 
never be forgotten," says this excellent teacher, " tbat you 
are examining a fel tow-creature who possesses the saiae 
sensitiveness to pain and the same fee!ing;s as yoa do, and 
that everything that can increase the one or wound the other 
shonid be most carefully a. o d'l^d Prudenc k ndness and 
delicacy, are especially enjo nci upon tl ose ho treat the 
sick." I cite this passage for yo end rs ng t w th my 
strongest commendation aud nJeeJ v th tie onvi ton 
that its principles will he e er present to vour m nd I will 
only add to it this advice : Be careful how you speak of the 
patient's disease in his or her presence; avoid specifying, 
except in technical language, the nature and seat of the 
malady. If it be necessary to reveal it to the patient, it is 
the duty of the clinical physician to do so. 



As you stand by the bedside of disease, much i 
learned by the careful exercise of your senses of sigh 



to be 
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ing, siiiull, and touch, before you address a single interroga- ; 
tory to the patient, or leam aught from him orally, 
ehoald practise yoursclvce frequently in the exercise of these ■ 
focalties, for there are many occasions in Avhichyou will havsl 
to rely on them, and on tbciii alone, for information to guide J 
yon ID determining the state of the patient, and the modfl.l 
of treatment suitable to his case (e.g. in cases of fevernheaj 
the sensorium is affected, and the powers of reason are sns*^ 
pended; in the disenaes of lunatics and idiots, and in certtun \ 
cases of disease in crimiuals ;, and in persons either feigning I 
(malingering), or attempting to conceal disease). 

§ 6.' General Condition of the Patient. — The personal 
and moral state of the patient cannot fail to strike jon at 
the moment of first beholding him ; yott will observe whether 
he be quick and intelligent, dull, stupid, or lethargic ; bright, 
cheerful, and sociable, or sullen and morose, melancholy anil 
desponding ; whether docile and tractable, or violent and 
unmanageable, and requiring restraint ; whether under the 
influence of temporary excitement from drink or other causes ; 
whether " queer," wandering, or delirious, or calm, collected, 
and in possession of all his faculties ; whether " flocoitatio," 
picking of the bedclothes, be observable; whether he be 
squalid and wretched, or well nourished and in good condi- 
tion. All these and many other partienlars will offer ther 
solves to your eye at a glance, and many useful indications J 
will he gained from a consideration of them, though it will4 
be by no means necessary to make any special record of 1 
tliem in your Case Forms, except under peculiar circum- 
stances. 

§ 7. Decubitus. — Observe the position in which the patient 
lies in bed, technically termed the mode of decubitus (see 
this word in the Glossary, and refer to the same quarter for 
exact int'urraation on any term used in this book ; many 
other words, also, will be found there) ; ri:mark whether 
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tlie decubitus be on tha back or on the side, intermediate, on 
tlie face, or ollierwiae. If a particnlar mode of deciibitoa 
seem to be observed by the patient habitnally, record it 
accm-ately undertbe heading " Denubitua," in tlie Case Forms 
herewith furnished. The position of the head, ehoulderB, 
trunk, and limbs, must be aeparately but rapidly surveyed. 
Remark, for example, whether the head lies low, or is 
dependent; whether the patient lies prostrate and motion- 
less, flat on the back (perfectly supine), or on the face 
(prone) ; whether the litnbs are lying outstretched, ilaccid, 
and relaxed, or drawn up, contracted, and fixed in any pax- 
ticnlar attitude; it will be seen at once whether the position 
assnmed is that of nervous exhaustion, muscular inai.'tion, and 
general debility and prostration, or, on the other hand, whe- 
ther as the result of pain, spasm, or general snfieririg, the 
patient has placed himself in some posture unusual in health, 
and maintained at the expense of muscular exertion in one 
part, to relieve another from pressure, or to reduce the natn- 
nvl movements to as nearly stationary a conilition as possible. 
The deeohitus is often very characteristic in fevers, in peri- 
tonitis, and in pleuritis and pericarditis. 

§ 8. Face. — Remark whether the face be genei'ally flushed 
or pale, or present a localised flush on the malar bones (as 
in phthisis and pneumonia) ; whether it be of a dusky brown, 
cyanosed, livid or fiorid, full and plump, pulpy and swollen, 
or emaciated and sunken, perjipiring or dry, hot or cold; 
whether the eyes are injected and sntfused, full, prominent, 
bloodshot, Iiistrons, fiery or ferrety, or sunken, dull, and 
glassy ; whefller bluish, yellowish, or of uatnral white colour ; 
whether the gaze be direct, intelligent, and fii-m, or wild, rest- 
less, and excited, or dull, listless, and vacant. Observe par- 
ticularly the brows, whether contracted and marked with 
vertical sulci in the interval over the root of the nose; the 
alie of tlie nose, whether natural, dilating sensibly with each 



I 



1 



irspiralory and eipiiatory effort, or "pinclied" and i 
tracted; note if the curved lines from the angles of the i 
to the corners of tbe mouth are marked by the action of the I 
zygomatics ; note the angles of the mouth, whether drawn I 
down or up; whether this aperture is listlessly open, or \ 
pursed Tip and contracted. If the lips, teeth, gums,, and i 
tongue are visihle, note whether tiiey are natural in appear- J 
ance,- or covered with creamy, or dirty Lrownish matter 
(sordes). Observe the general espression of tlie features, 
whether it he calm, conscious, rational, and collected, or ner- 
vous and apprehensive, or indicative of pain or inward 
fering ; whetlier vacant, idiotic, dreamy, or unconscious, or j 
wild, excited, or delirious. Certain expressions of the ftce f 
are highly characteristic and almost unerringly diagnostic of 1 
certain diseases; cy. the half-livid, half-dneky brownish tint, f 
with prostrate, listless, sunken aspect so characteristic of low 
fever; the leaden, pinched, shrunken, worn, conscious and | 
apprehensive countenance so often witnessed in connexion 
with peritonitis. The more estreme condition of this latter 
expression, combined with a peculiar and indescribable eye, 
as if remote, turned inwards npon the individual's mind, and 
abstracted fi'om surrounding objects, constitntes the Facies 
Hippocratica of the old authors. It is not possible to convey 
an intelligible idea of it by description in words, but o 
seen it is never forgotten by the retentive mind ; and its 
indications, as a prognostic, are invaluable; it is often the j 
sure indicator to the experienced medical eye, of approacbin 
dissolution, when bystanders, are insensible of the patient's 
danger. Yon must see it to take it in mentally ; and c 
seized, I'etain it. 

§ 9. Breathing. — Note whether the patient be breathing 
noiselessly and naturally (about sixteen inspirations per 
minute, full, slow, uniform, and calm); or whether his 
respiration be quick, hurried, short, intermptcd, or irregular 
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and as if painful and incomplete. Wliether he breathes by 
the nose with snoring noiae (stertor), or by the month, or by 
both, and whether cough, wheesing, gurghng, or any other 
unusual sign be audible as you stand by the heiiaide. Re- 
mark whether the breath l>e foul or fetid, excessively moist, 
or whether sensible vapour is formed just outside the mouth 
at the close of the expiratory effort Also observe whether 
the congh, if any, is attended by expectoration. 

§ 10. Cutaneous turfaee. — Remark, as before, whether 
the integuments of the face be red or pale, hot and flushed, 
or cold, moist and perspiring, or dry, or bedewed with cold, 
clammy sweat; repeat the same observations on the integu- 
ments of the neck, shoulders, chest, abiiomen, and eitremilies; 
never omit to satisfy yourself by ocular inspection of the cor- 
responding states of the hands and feet, the latter in particn- 
lar. Observe whether the surface be of a very slight rosy, 
reddish tint, disappearing momentarily on pressure, or con- 
gested, oyanosed, livid. Note whether the skin he soft, snp- 
ple and pliant, or harsh, dry, furfuraceous (branny, throwing 
off scales like particles of bran), or contracted, wrinkled, 
shrivelled, hard, coarse, as if granular, sensibly cold to the 
feel, and presenting the appearance known as " cutis anse- 
rina," goose-skin ; observe particularly the backs of the 
hands and fingers, the pulps of the fingers, and the similar 
parts of the feet 

§ 11. Temperature, — Place the palm of the hand gently 
on the surface of the chest, the abdomen, on the cheeks, or 
in the axillm ; remark the sensations conveyed (your own 
hand having been previonsly naturally and comfortably 
warm), whether the surface feels natural or cold, clammy, 
very cold (stone cold), or warm, hot, or hot and diy, and 
whether a peculiar sense of drying or biting heat (calor 
mordax) be communicated to your hand. I'lacc a small 
thermometer in the axillte, under tbe tongui.', or in the anus, 
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note of more \ 
or abseace of I 



allow it to leraain for two or three mimites^and note the 
temperature; the nataral standard is abont 38° Fabr^ bnt ] 
the thennometer in the axilire may siiik to 00° Fahr^ 
may reach 100°, 102°, 104°» or I0o° ; that is (in extreme ] 
cases) an elevation of 7° above the healthy standard.* 

The thcrnioraeter is rarely below 08° Fahr, except ii 
algid forms of cliolera and yellow fever, in the rigors or J 
shiverings preraoiiitoiy to ordinary febrile or inflammatory J 
states. Though cold is complained of by the patient, i 
the sensation to the hand is that of coldness in external and ] 
eupoBod parts, the thermometer will be fonnd, if placed in 
the month, asillie, or anus, to indicate an increase of tliB 
animal temperature in all pyrexial states. 

In this preliminary examination we take n 
special states of the skin,— as to the presenc 
eruptions, itc, &c, 

g 12. Phenomena detpr.led by Sense of Smell. — The phy- 
sician's nose is a valnable diagnostic agent; do not, there- 
fore, deprive yourselves of its assistance by becoming smiff' 
takers. Fever, and even several of ite varieties, also small- 
pox, arthritis or rheumatic fever, phthisis, gangrene of the 
litng, or of other parts, and some other diseases may be 
readily and indeed positively diagnosed in the great majority 
of cases when you approach within a limited distance of 
the bedside, and sometimes almost on entering the ward 
where a patient in any of the above-named diseases lies. 
The distinctive charactere of the odours presented are only to 
be learned by fumiliarihing yourselves with their peculiari- 
ties at the bedside ; they are not to be conveyed in words, 
and as it would be only wasting the student's time and my 
own by attempting to describe them, I will dismiss this sub- 
ject with a strong rocommendatfon to every student to pay 

♦ See tho Autlior'H Ri-pnrl (Bluo-Bc>i>k) <iu the Ttllow Pevnr Kpi- 
demlc or Lisbon, 1S5T. 



special attention to the cultivation of liia faculty of smell, as 
ncll i» of nil bia otiier faculties and senses whereby the 
Bo-called organoleptic phenomena of diBeaaa may be readily 
appreciated. 

g 13. Pulie.— If the pulp of the index, middle, and ring 
fingers of the right or left hand he lightly but steadily placed 
over the course of the radial artery in the wrist, the quick- 
ness, force, and volume of the pulse may be duly estimated. 
The natural pulso varies very much in different individuals 
at different periods of life, and somewhat in the two sexes. 
The following table will be useful for reference ; — 



Pulse E 



One moattt 121) 

One year . 120 

Two yam BO 

Three years 80 



Periods of Life. 
Ago. 

il50(MuUer.) Seven years . 73 to 90 (MuUer.) 

" Twelve years 10 " — " 

" Puberty . 80 " 85 " 

' 130 " Adult Age . TO " T5 " 

' !15 " Old AgB . 60 " 65 " 



§ 14. It will take the student some hours of study to moke 
himself thoroughly master of the practical application of the 
foregoing details. To follow them iti ordei' when observing 
the phenomena presented in the first few cases which he 
examines will consume some half hour of his time for each 
at the onlset ; but if he hare the courage and patience to 
exercise his brains and faculties systematical I v, and on a defi- 
nite plan at the commencement of his clinical studies, he 
will soon find himself able to make a coiiiplete and satisfac- 
tory preliminary snrvey of every case brought before him in 
le»t than one minute. Such & preliminary survey will be 
found to be highly useful in indicating the more special 
course of verbal inquiry and physical examination required 
in individual cases, and perhaps in no other way can tb.a 
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student (ir practitioner bo fully and rapidly luake himself 
master of the position before liim, and prepare himself for 
getting a complete grasp of his case. 

Besides, the infomiation thus acquired (if the preliminary 
survey of the case have been fully and carefully made) is 
mach more specific than inigbt at first sight be supposed. 
Thus, for instance, from the inquiries inatitated it can be 
deduced with tok'rable certainty whether the patient's princi- 
pal disease is of an acute or of a chronic kind. If hot skio, 
calor mordax, flushed face, quickened respiration, and a pulse 
up to 100 or 120 be observed, there is certainly acute dis- 
ease present, whether febrile or inflammatoiy. If pain in 
the chest, cough, and expectoration be present, with flushed 
face, hot akin, and quick pulse, thoracic disease may he 
safely diagnosed. Supine decubitus, with symptoms of 
nervous prostration, muecular debility, and flaccid out- 
stretched limbs, with a dusky brownish tint of the skin, and 
n low, halfiiisensihle state of the faculties, surely indicate 
fever. A peculiar warm, moist, acid smeU denotes the pre- 
sence of rheumatic arthritis ; on the other hand, cool stin, 
natural or slow pulse, an undisturbed state of the faculties, 
the readily intelligible eupveHaion of " illness," lines of sufifer- 
ing traced upon the brow, the alee of the nose, and the 
angles of the mouth, denote the viclira of chronic disease. 
But as will be seen at a more advanced stage of the student's 
prc^ess, many diseases impress a special physiognomy on 
the patient's features, which readily leads the experienced 
eye to a correct diagnoais. Thus Enteric disease marks 
peculiar lineaments of its own : a sunken eye, a pinched 
nose, and a painfully drawn expression at the angles of the 
mouth, the alse of the nose, and the semicircular lines pro- 
duced by the antagonistic contractions of the zygomatic 
tnuBules, and the depressors of the angles of the mouth. 
The pale lemon tint, the slightly jaundiced eye, emaciated 
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face and frame of the victiin of cancer arc equally unmis- 
takable. 

§ 15. But it is time to pass to the more epecial Rnd 
detailed examination of the patietit, with a view to deter- 
mine the origin (llistory), exact seat and nature of his dis- 
ease (Diagnosis), its course and probable termination (Pro- 
gnosis), and the means to be adopted for the alleviation of 
its symptoms or its cure (Therapeutics). 

As medical diagnosis is not limited to the determination 
of the disease indicated to us by the patient, hut demands 
a complete investigation of the state of all his organs and 
functions, such a complete exploration of the system is 
required as will enable ns to say whether any and what 
other organs are affected besides those to which the patient's 
complaints direct our attention. It sometimes happens that 
a patient will suppose himself in rude health when insidious 
disease has already made fatal advances upon some vital 

I propose to adopt the following order in which to exa- 
mine and record the details of the patient's case, and to 
explore the state of the several functions and oi^ns.* 

♦ 1 am aware dial the order of Clinical Observation here recom- 
mended is open to tbe reproach of novelty and want of scientific pro- 
grcssioo in its delBlJs; but I am persuaded that it will be fuiind con- 
venient and useriil in practice, and that its details follow in a nafurai 
order, and one thai will save time to both student and teacber. It is 
with eitreme regret that I Sod myself unable lo adopt or recommend 
(he melliod of the London Uedicat Society of Observation, aa put Tor- 
ward in their elaborate and exhaustive work, " What to Obaerve at 
the Bedside." This worlc, compiled bj a number of gentlemen 
(amongst wbom I reckon some most excellent Giends), is eminentiy, 
but I would say abstractedly, scientific in its method and tbe pro- 
gression of its details; it is a book to form the mind on in tbe studj, 
not to work with at the bedaide of disease. It may be systematic and 
BcientiBc (on paper] to pass torn theexitminatioDof the tongue, under 
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I. HisiORT OF THE Case, comprising antecedent health 
and diseases, precise date, first Bymptoma and progresa of 
present disease till first exitmi nation by the repoi'ter of the 

H. Statb on ADMiaBioN, OR First Examination, inclod- 
iag the SymptoiuB and Signs presented under the following 
heads; — ■ 

1, General Moral and Physical Condition. 

2, State of Cerebral Functions and Organs. 

3, State of Pulse and other general phenomena of the Cir- 
culation, 

4, State of Respiration. 

6. State of General Cutaneoua System. 

6 Statfi of Primie VIjb, Digestive System, and Urinary 
System. 

7. State of Thoracic Cavity and Organs, including tho 
special diagnosis of (a). Diseases of the Heart and Great 
Vessels which may be present ; {b), Diseases of the Liinga 
and Pleune which may be present. 

8. State of Abdominal Cavity and Organs, including the 
diagnosis of disease in each and all of the Abdominal Viscera 
examined in detail. 

9. State of the Cutaneous System, including diseased con- 
ditions of tho Scalp and Skin generally. Eruptions of vari- 
ous kinds. 



orgiuiB at digeation, \o the percussion of th« abdoman and the palpS' . 
tion of the liver, Bpleeu, and other viscera ; but in practice bI the bed- 
aide, the examination or the puUe must necessarily precede or fbUov 
that of the tongue ; and the cotisideratiou of its volume, rati^ fmd 
force, must be practicallf si^paratod, in tiio great majority of iaManoes, 
&om the pliysiual diagsosia of cardiac diseases, though doubtless, in 
scienliflc order, both seta of phenomena fall under tlioso of Oie organs 
of drculation. Studanta and practitioners will, however, do well to 
have this little work for reference at home. 
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10. Malformations, and Wounds or Injuries of any kinil 
affecting the Head. Trunk, or ExtremitieB. 

III. Therapeutic Appliances, 

1\ D Pr b C b 1 d g d ly 

p f h g a d ymp m i h t« 
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INSTRUCTIONS FOR MAKING A CLINICAL EXA- 
MINATIONS A CASE OF DISEASE NOT BEING 
WOUND OR INJURY. 



I. History of the Case. — § l(j. Having ascertained and 
entered the patient's name, age, sex, trade, or condition, the 
date of admission or first einami nation, and the physician 
nnder whom admitted, make the following ingvirien from the 
patient, or his, or her, friendt, or both, in brief, clear, definite, 
carefully-vorded and delicate term'i,and in a subdurd, quiet, 
gmtlemanlike, interested and tympathiaing, but firm and 
unhentating tone of roiVe* : — 

* 8<Kno of Iho detaila givea in this and otlier seotiona mny seem, 
more full tlian neccsaar; ; but 1 think tbej ranoot but be uaeftjl in 
Bupjjlying materinl for, and modes ot inquiry, to many atndpnts who 
□Hen feel enibarraBscd in questioning a patient, and come tn a. Eland- 
Btil! alter one or two eat ijaericB fur want of knowing wbat next to 
aak. As to many of the inquiricti, it will of cohrse not be npcesBary 
to make tbem in all caaet. In tliis, as in all tilings else, llie student 
must uae liis discretion and ODtamoa aense in delenniciag Uow ic 
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Inquire whether the patient has generally enjoyed ^ 
health, been strong and lobnst, of active habits, and a 
tomed to labour or exercise, or on the contrary, feeble, deli- 
cate, or infirm strength, and incapable of great muscular 1 
exertion ; whether there has been progresEive wasting and 1 
emaciation of his frame, or the contrary ; ^ 
gone through much hardship, privation, and exposure; been ] 
a long resident in extreme climates (frigid or torrid Kones), 
or, on the otber hand, lived an easy life in comfortable cir- 
cumstances, and iu temperate climates; whether he haa 
suffered falls, hurts, or bruises to chest, abdomen, bact, loins, 
head, or spine. Ask and record whether he has been habit- , 
ually temperate in his habits, or whether he has been habit- I 
nally or occasionally (by fits and starts) addicted to the exces- 
sive use of intoxicatingdrinka,specifying whether spirits, whis- 
key, gill, wine, ale, beer, or porter, the quantities habitually | 
taken, and whether to complete intoxication on repeated 
occasions at short or long intervals, at periods of his life long i 
past, or till within a recent date. Inquire whether delirioin | 
tremens (the " blue devils") has ever been brought o 
more than once ; and if so, how often and when last, and I 
observe whether the direct effects of intoxicating drink are J 
still perceptible on the patient. 

Inquire whether the patient has had primary and second- 
arj syph s,hw tead hn last ; whether he has taken 
mcrci o p d a a how often and when last ; 
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gout, rheumatism, canceroos, 
been observed in his familyf:^ 

r mother's side, in hia bro- ! 
her) own peraon. Observe J 

er evidences of old or recent ] 



q ry supplied. 
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BcrofnloiK BOTts, gUndnbr gwcUings w fistnlovs oftmtif^ 
cso be di-tecUd abont the neck, in tfae aiilbe, €r in ^ht 

§ IT. Inijnire kaw uid Mka (w)tiag dar and date if 
ascertainable) (Ac /nff £jrMj>f<MM of the pRseai dnease 
cointncDced, specifying a&r apparent or alleged caoMu 
Detennine whether any Pyrtxial (fetwile or iafiamiratotr) 
state was present at the oiitE«t, I'ja^i^ whether the attack 
Bet in with rigon, Bbivering;, chills, c<^ sensaititMw down 
the spine, naosea, Bicknese, pain, DneasnteK-, w aandj aboot 
the pit of the ^tomacb, gradaal or sndden tmortxia (lo» of 
appetite), with or withont retchings tu vomity headache, 
pain in the back or loins, and nervcras or moecular prostra- 
tion, with a sense of being beaten or bruised, and followed 
by hot and Bnsbed face and skin, with or without sweatii^, 
throbbing of the temples, loss of ^nsation, wandering, or 
delirium, quickened pnlse and ref^piration, general nneasinesa 
or locniised pain or stitch. 

If tbe rcsnit of these inquines be n^ativo, the disease is 
Dot febrile or inflammatory. 

g 18. Inquire next wbat local signs were first manifcEted, 
and in wbat part of tbe hotly ; whelber upper or lower. 
head, traiik, or extremities. If pain was first noticed, ascer- 
tain of wliat kind, in what situation, nbetber permanent 
from llie outset, or recurring at intenals, and wbetlier peri- 
odic or irregnlar, whether sharp, cutting, stabbing, lancinat- 
ing, or dull, boring, grinding, or aching. If there be or 
have been swelling of any kind, nolo whether it is or was 
hard or soft, puffy, doughy, or elastic ; if first seen about 
the head or face, the upper extremities, the chest or abdo- 
men, or the lower limbs, or if at the ankles first : and so on 
witb regard to any otber sign or symptom first complainti' 
'if by tbe patient, always inquiring its locality, and llic ordei 
ol [iioj^vssiou of all sueh phenonicra, i. ?., which was firsi, 



what eouree it took, and wbun and how another was siipei 
addiid, with its locality, course, and characters. Endeavou 
to determine to trhat organ tlie first symptoms and signs c 
the disease now under observation arc, or were, chiefly or ' 
exclusively teferrible. If any evidence of pre-existing dia- ' 
ease be adduced, note the principal signs and symptom: 
nished by the patient, and the organ, organs, or parts to J 
which they are most probably assignable. 

§ 19. In the case of females, inquire (with all r 
delicacy), whether the patient has been or is married, whether | 
ahe has borne children, how many, and when last, whether 
has had miscarriages, floodings, &c., how often and when las^ 
whether now pregnant or not, and whether in married or 
unmarried females, the catamonia be regular or not, whether I 
there are or have been any wasting chronic dischargeB, fluor J 
alhuB, menorrhagia (excessive menstrual discharge). If a 
child, ascertain whether the little patient has been vaccinated, I 
had measles, small-pox or scarlatina, whooping-cough, croup, 
thrush, diarrhcea, tumid abdomen with general emaciation, 
spinal disease, scrofulous swellings, sores or fistulffl in or 
about the neck, throat, jaws, ears, &c. 



II. State ok Admission, ob First Examination. 



I 20. 1, Gbhekaj. Moral and Physical Condition o* J 
TUB Patibnt. — Repeat here the inquiries and obaervationa J 
speeifiod in g§ 6, T, and 8, pp. 18, 19, under the head < 
Preliminary Observation, recording the results briefly a 
concisely. 

§ 21. a. Statb of Ckrbbkal akb Nkbvocs Feno- 
TiONB. — The inquiries and observations specifled in § 6, 
under the head of Preliniiuarj- Observations, may be here 
repeated. 
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Note further whctiier the powers of the mind nre perfect 
or irapaircJ, whether there be dulness Rod confusion of 
intellect; and if the latter, whether it be of recent or remote 
occurrence; whether "fits" of any kind, or convnlsive 
movements, have existed. Ascertain whether sensation, 
volition (voluntary raotiou of any part of the body), and Iha 
special senses, sight, hearing, smell, touch, taste, also the 
powers of speech, he perfect or impaired ; whether there bo 
paralysis of the upper lid of one or both eyes (ptosis), of the 
mnsclcs of one side of the face (Bell's paralysis of the portio 
dnra of the seventh pair), of the tongue, of one or both arms 
partially or wholly, of one side of the body (hemiplegia), of 
both aides, of one lower extremity, of both lower extremities 
(paraplegia) ; whether a tremulous semi-paralytic state (para- 
lysis agitans) alTect any part or all of the limbs ; if paralysis 
be present, note whether attended with a rigid and eon- 
tractod or a flaccid and relaxed state of the flexors, or 
extensors, or both ; and whether paralysis and anaesthesia 
(loss of sensation) exist singly or combined. Observe 
whether tonic or clonic spasms, or a tetanic or cataleptic 
^tate, exist in any portion of the body. Inquire whether 
general or localised headache in the forehead, vertex, or 
occiput be present; whether it be persistent or periodic, 
superficial or deep, dull and aching, or sharp and severe, 
throbbing, or otherwise reroarkahlc. 

Note whether strabismus (squint) be present, or whether 
one or both eyes be drawn inwards, upwards, or outwards ; 
whether the pupils are contracted or dilated, sensible to the 
influence of light (contracting when exposed to daylight o 



candle-light), or immovably di 
whether they ari 

Note whether any special i 
sensibility of the surface exist 
with the nail, or gently witli a 






r contracted ; remark 

;e of irritability or exalted" 
any point : lightly surajio 
J, the palms of the hands. 
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Boles of l!ie feet, and observe wlietier reflex iniiscitlar motion 
ran be tbaa induced. 

ABcertain whether the alvine motions and mictiirition tato 
place involuntarily or not. 

Remark wlietber there be present complete insensibility J 
with HUpine decubitus, stertorous breathing, incapacity to be J 
roused, eye insensible to the influence of ligbt, pupil dil&ted j 
or contracted, and fixed in either cocdition ; all in coinbina- ' 
tion constituting the state known as Coma. 



g 22. 3, Stats of Pulse and other General Pheno. 
MESA OF THE Function op Circulation. — The radial | 
pulse is that generally selected for examination ; but, as will 
be presently seen, it is often advantageous, and even abso- 
lutely necessary in some instances, to examine tbe state of 1 
the circulation by palpation of other vessels. Bring into I 
line, with as little muscular tension as possible, the pulps of I 
the index, middle, and ring fingers of the right or left hand ] 
(carefully cultivate tbe sense of touch in both), and plac 
them gently but steadily in a vertical direction, on th 
anterior surface of tbe radius, near its oater edge and a littlei * 
above the wrist-joint ; after a little careful exploration with 
the finger pulps, the radial artery will be felt beating, nnless 
irregular in ita course, obstructed, or that the patient is 
pulseless. When felt let tlie vessel impinge with its full 
force upon the finger-pulps for a quarter or half a minute, 
till you are able to appreciate fully all tbe sensations con- 
veyed ; then alternately increase and relax the pressure npoa J 
the artery with the fingers, estimating the resistance to J 
partial or complete obliteration of its beats. Note tbe fiilnea 
or tenuity of the blood current, its volume, whether large o 
small, its resilient force or feebleness, its hardness or softness, 
wirinesa, IbreadineBS (Glifprm character), its bounding, jerk* 
ing, or double-beating (dicrotoua), long, slow, heaving, or 
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undiilatory or tremulous 
forniity of beat, or ils 
occasional stoppage of 
rate (70 to 75 being tlie 



charsictcrs, its regnfarity and ani- 
irrtgiilarity and intermittence, or 
ts piilsationa, Carefnlly note its 
.1 pulse of mhilt life), giving 



yourself the habit at first of counting tlie pulse throiigli a 
whole minute, by a watch or pulse-glass ; afterwards it will 
suffice to count it carefully tliroiigh a quarter of a minute. 

§ 23, It will be well to accustom yoarself to place the 
finger, for a few seconds, on the radial artery in the opposite 
wrist, and after baving noted whether its charactei's corre- 
spond with those already observed or not, to pass at once to 
the heart, placing the band somewhat curved on the pre- 
cordial region (g 57), so as to accurately adapt ibe palm to 
ihc convexity of the chest in this situation. Apply the hand 
with moderate pressure, snfficieut to maintain iinifomi appo- 
sition, and observe the frequency, force, fulness, and expansive 
power of the cardiac shock, especially at the end of the 
expiratory effort. During this examination, the fingers may 
be kept on tlic radial pulse, so that the obseri'er may note 
the correspondence, or the contrary, in volume and force 
^between the cardiac impulse and the arterial pulse. Thus 
only will a complete idea of the general tension of the whole 
vascular system be obtained; and in many instances, espe- 
cially in fevers, erroneous opinions would be the. result of 
exploring a single element of the vascular system. You will 
find, for example, a weak excited heart acting with apparent 
energv, but actual incompleteness of its vcntricniar contrao- 
tions, whilst the pulse nt the wrist is weak, shabby, and 
thready or imperceptible, and manifestly indicates a failing ' 
or greatly debilitated circuliilion ; vice versS, a feeble heart 
will bo found in combination with excited and apparently 
complete arterial action. 

For the pulse rate at different ages consult § 13, p. 23. 

g 24. Make it a !i:iliit to place the stethoscope rapidly bnt 
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caivfiilly over tlio cardiac region (after some practice, ; 
seconii or two will suffice for the cardiac examination at tkit 
stage of tlie clinical study of the case). Observe tlie clear- i 
ness, loudness, intensity, and completeness of the two Bounds . 
of the heart, or the opposite characters, and whether there 
be prolongation, iiiteasificatioTi, or partial or complete obli- 
teration of either or botli ; and note the presence or abse 
of arterial luurmurs, with tte first or second, or with both , 
cardiac sounds. 



§ 25. "1. SrATB OF Respiratory Flnctions. — Observe I 
whether the r<jspirations are quicker or slower than natural I 
(about sixteen to eighteen per minute, or one to every four I 
arterial heats) ; note their frequency per minute ; observe I 
whether they are calm, easy and full drawn, or short, forced, j 
hurried and incomplete, attended by painfnl movements, or I 
checked or piirtially arrested by cough, with or without % 
expression of pain or suffering ; remark whether inspiration 
and expiration are performed through the month, or nose, or 
both, whether the alw of the nose dilate and contract at each 
respiratory effort, with a peculiar and cooBtrained niovemeut of I 
forcible expansion. Note whether thia aggregation of syinp- I 
toms, which constitutes Dyspnisa {i.e., difficult breathing), bs ■ 
slight, moderate, severe, or intense, and make a brief entry to J 
thateffeot in your note-book. Remark whether sensible odot 
orvapotir beperceptiblc on the breath, and whether it be warm J 
or cold : also whether audible rtLle, snore, wheeze or whisttiog, J 
or other unusual sound, attend the respiratory efforts. 



§ 20. £5. State of^Grhkbal CirrANKoua FtrNOTiosB.— 1 

Note the observations specified in § IC, p. 21, under the head i 
of I'reliminary Observations, remarking especially the colour, 

vascularity, general or partial redness, paleness, or other dis- ^ 

•colorationji, state of moisture or dryness, heat (noting exact I 
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tcmpeintnre by the tliermo meter), presence of calor mordax 
or of decreased tcmporatiire in trunk or extremities, and tbe 
odour of the skin, if any be perceptible. Observe whether 
the skin presents any general dusky, or mottled, or other 
unusual hue ; whether Erythematous or Erysipelatous 
Patches, Pustules, Vesicles, Papulje, Scales, or other cuta- 
neous eruptions be discernible; whether Sudamina, Maeulse, 
Petechiie, Vibices, rose-coloured Lenticular spots. Purpuric 
spots or patches, freuklea, flea-bites, or other cutaneous 
stains, spots, or marks whatsoever be noticeable ;* whether 
partial or general sweats have taken or still lake place, 
whether habitual by night or day, and whether attended by 
distress, or relief of other symptoms, A carefiil inspection 
of the cutaneous sarfaco is absolutely essential on tbe admis- 
sion of every case into Hospital, and should not be neglected 
in private practice ; it will be necessary, in fever cases, to 
inspect the hands, feet, chest, anil part at least of the 
abdominal sui-face, even in females, all due tenderness, 
gentlemanly feeling and delicacy being invariably observed 
towards the patient. The maculie and petecbife of typhus 
fever are often best developed on the back, in the inter- 
scapular region, and should always be looked for in this 
sitnation. In important cases, whether in hospital or in 
private, never neglect to satisfy yourself with your own hand 
and eye of the temperature and particular state of the 
extremities, especinlly the feet. Note whether enlarged 
veins be presented on the chest, abdomen, or extremities. 

§ 27. e. Statb Of Ff(iM.£ Y\ja, Diokstivb and Ubi- 
MiRY Functions. — Lip». Note the condition of the patient's 
lips, whether red, moist, and natural, pale and exsanguiueous, 
bine, livid and congested, presenting herpetic or other erup- 
tions, dry, fissured, cracked, crusted, or exuding blood, 

* 8m Qloesar^r for tbe diitinotivB ohaiaoters of tliesa eru^l^Ksoa. * 
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covered with dirty creamy exudation, or blaukened crusla 

§ 28, Teeth. Note wliether the teeth are covered with 
sordea, smeared with blood, crusted, blackened, eroded, or 
otherwise marked or stained, mach decayed, loose or many 
absent, and whether any cause be assigned, as mercury, 
syphilis. 

g 29. (Jams. Note whether the gingival membrane ia 
dr_v, shining, firm, and coral red (natural), or pale, soft, 
dark-red, and spongy, detached from the teeth, exuding 
blood or sero-purulent fluid, marked by an undulating bluish 
borijer or 6ne line (lead mark) ; whether fetid, or sore, or ■ 
painful. WhetJier hseinorrliage has taken place or still 
exudes from the gums. I 

g 30. Buccal Memhrajie. Note whether it be pale or vascu- 
lar, thick and spongy, or thin and atrophied, whether the buc- 
cal glands are prominent and visible as minute white bodies. 

§ 31. Tonffue. Note whether this organ is protruded 
with facility and straightforward, or drawn to one side, and 
whether firm, or tremulous and faltering ; observe its volnme, 
whether enlarged or diminished, thick, soft, moist, and 
marked with moulds of the teeth on its sides, as if it had 
been too lai^e for the buccal cavity, and became moulded 
on the alveoli j remark whether it be natural, creamy, 
coated, furred, fissured, cracked, exuding blood or smeared 
with blood, covered with black or brownish sordes, dry, 
hard, and brown {langue perroquel, parrot's tongue), or ma- 
hogany coloured, whether dry, clean, and polished, with no 
tiaces of epithelium, whether flat and expanded or con- 
tracted and pointed. Characteristic states of the tongue are 
the following : more or less thick, whitish and clean-looking 
creamy exudations, a furred statu of the centre with whita 
creamy streaks at the side, in mild pyrexia! states ; a more 
or less thick white clean-looking creamy exudation, uni- 
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fornily distribntcd on the lingual surface,but presenting a num- 
ber of regular prominent bright red spots dispersed through 
it, more or less tliicklj, t!ie whole LnvingKomewhat of resem- 
blance to the siiiface of a strawberry, in the pyiexial state of 
Bcarlfttina, measles, and small-pox: the dry brown crusted 
tongue (mahogany tongue), with accumulated sordesat thetip 
and edges, is eminently characteristic of the typhus condition.* 

I 32. Pharynx and CEsophagus. Inijuire whether the 
patient can swallow with ease ; if not, where the feeling of 
detention is situated, and whether the patient can swallow 
liquids better than solids, or vice vend : observe whether the 
buccal and palatine membranes, velum and fauces are ras- 
ciilar, soft, and relaxed, covered with aphthse, miigue, or spots 
of ulceration ; and whether the tonsils are enlai;ged, swollen, 
ulcerated, aphthous, or containing pus in their crypts. 

§ 33. Stomach. Inquire whether there be anorexia, (loss 
of appetite,) disgust for food, pain, g-uawing, boring, or lan- 
cinating, or heaviness after meals, periodic or occasional 
vomiting of food or drink, and whether such vomiting, if 
constant, takes place immediately on taking food, or one, two, 
or more hours after any meal or meals, stating which ; pain, 
heat, uneasiness or anxiety at the pit of the stomach, nausea, 
(sickness of stomach without retching,) vomiting, sour eruc- 
tations, (pyrosis, water-brash,) taste of rotten eggs, ejection 
of watery fluid, acid or alkaline ; whether clear or tnrbid, 
thick, frothy, or brownish fluid be or have been recently or 
remotely ejected; whether reddish bloody fluid, blood more 
or less altered, with or withont coagiilum, have been recently 
ejected ; whether a dark fluid with blackish granular matter 
in suspension have been thrown otF (altered blood). 

I 84. Bowels. Note whether the abdomen be tumid, pain- 

* 3efl Frorie[)'B beautiful plates of tlie Tuiigiic in diseiiBe, of which 
■ cop; will be fuiiud in the libnry uf the College 
Ireland. 




ful, liArd, or tvmpatiitic and flatulent, or soft, flaccid, and 
nalural ; ioquire whether ibe bowels are free or confined, 
Labituallf costive or moved daily, whether there be freqoent 
thin watery stools, frequent and copions dischargee of yellow- 
ish or brcwDisb pea-soap-like fluid, passage of scybalse, 
mucus, lymphy shreds, jelly-lite matter, or blood per auam; 
whether rice waterfluid have been evacaatcd ; whether these 
appearances have been preceded or attended by pain, tormina, 
borborygmi (gurgling noises), localised gurgling in right iliac 
fossa, or other unusual symptoms. 

§ 35. Urine. Inquire whether the urine be and hare 
been (in the patient's opinion) natural in quantity, colour, 
■mcil, and other characters (normal about 30 oz. to 40 oz., 
even 50 oz. per day of 24 hours in some cases without dis- 
ease); whether it deposits a briek-duet or other sediment; 
whether there is a more conatAnt desire to pat^ it than nsnal. 
Have itH quantity measured daily from the date of first 
examination of the patient, note its specific gravity {&e 
normal specific gravity of the ttritto potti», or that after drink- 
ing, is 1003 to 1009, of the urim chr/li, or that after a fiill 
meal 1030 ; that after a night's rest, the Tiritut sangwni», is 
1025, which may be regarded as the healthy average spe- 
cific gravity)- Moisten a slip of blue litmus paper in the 
urine; if turned red the urine is acid (always so in the nor- 
mal state, except when passed and examined immediately 
after a meal) ; if reddened litmus be turned blue, or turme- 
ric paper red, the urine is alkaline; if neither colourM lit- 
mus nor turmeric paper be acted on, the urine is nentral. 
Observe its colour, whether pale, straw-coloured, light or 
deep amber, throwing ilown pink or brick-dnst deposit, 
whitish and opalescent, clouded or clear, turbid when 
passed or after it has rested, brownish, dark-red, blood- 
red, reddish, smoky, like porter, thick, muddy, and with 
white matter in snitpcnsion wlion passed, depositing gravel 



I 



RXjUdKATION. 39 

(small irregnl&r crystalline or non-crystalline particles of 
various com position) ; whether giving a thick floccnlent de- 
posit, in greater or less quantity, on boiling, and on the ad- 
dition of nitric acid (NOj), 

Far too little attention is usnally paid to the fnnction of 
nrinaiy excretion; but its importance will be at otice appa- 
rent to the most junior studctit when he learns that by this 
emunctory alone not less tliaa about 600 to 700 grains per 
day of the solids of the body, as used up, encrementitious, 
and therefore some of them poisonous matters, are, or ought 
to be, discharged from the systein, — the product of the never- 
ending metamorphosis going on in the tissues, and the reten- 
tion of which in the ;inimal economy is often productive of 
highly dangerous and sometimes fatal toxic (t. e. poisonous) 
effects: it ia also to be borne in mind, that through tliis 
channel, in certain diseased states, valuable constituent ele- 
ments of the organism are constantly drained away in a pro- 
cess of wasteful or destructive excretion of un-used physio- 
logical material required for the f!;rowth and maintenance of 
the system. If you neglet^l ihe urinary ifyatem you leave a 
mllp-port open to ike enemy. 

% 36, 7". Statb of TaoRiCic Cavity and Orrans. — 
Having made a general survey of the case, by investigating, 
as directed in the foregoing sections, those derangements of 
functions which are the exponents of disease wherever situ- 
ated, we must now turn to tlie careful exploration of the 
several great Cavities and the Organs they contain, for the 
purpose of detennining the presence or absence of physical 
change, that is, oi^nie disease, in these several parts. And, 
first, direct your attention to the Cavity of the Thorax, and 
the Organs it contains. For the purpose of more accurately 
exploring the cavity of the thorax and its contents, and re- 
cording the phenomena observed, an artificial subdivision of 
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the Chest into Regions has been made: the following is 
that most comilioni)' adopted : — 

§ 37. Tlie following m the simplest mode of subdividing 
the Chest into Regions. Draw an iinaginar}' horizontal line 
from the tip of one Clavicle to the tip of the opposite ; 
second line, crossing the chest from side to side, along tha 
inferior border of the cartilages of the third ribs, and a third I 
line, passing obliquely downwards and outwards, on either { 
side from the sternal attachment of the sixth costal cartilage 
along the inferior border of the sixth rib. Suppose a verti- 
cal line to be dropped on either side from the situation of 
the coracoid process, along the ribs and marking the junc- 
tions of the anterior with the lateral or axillary portions of 
the chest. The following snbdivisions are thus made; — 

§ 38. In the mesian line in front, the space from the 
fonrchette of the sternum to the xiphoid cartilage, is divided 
by these imaginary horizontal lines into, 1. the Suprasternal, 
2. the Superior, 3. the Inferior Sternal Regions. A small 
triangular space above the clavicle on either side, with its 1 
base internally at the trachea, and from 1 to 2 inches in ver- 1 
tical depth, and its apex at the outer end of the clavicle, 
and limited below by the upper edge of that bone, is known 
as the Supra-Clavicular Region. The Claviculv Region, 
very narrow and oblong, correspondB to the inner two-thirda 
of the collar-bone. The Infra-Clavicular Region, nearly 
square, is limited above by the clavicle, and below by the , 
inferior border of the third rib, on the inside by the Bt«niaiii, 
and on the outside by the line dropped vertically from the J 
coracoid process along the ribs. 

The Mammary Region, irregnlarly square, is bounded ^ 
above by the lower border of the third rib, betow by tho 
lower border of the sixth rib, internally by the edge of tha 
Bternum and xiphoid cartilage, and externally by the verti- 
cal line before mentioned. 
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The Infra- Mammary Region, some what triangular, is 
boanded above by tUe siisth rib, below by the edge of 
false ribs, and externally by the vertical line along the 
ribs. The lateral portion of the chest, or the space under 
the arm-pit, is Biibdivided by imaginary lines into either two 
or three equal parts, known as the Superior and Inferior, or 
the Superior, Middle, and Inferior Axillary regions. We 
shall consider them as two, a Superior and an Inferior. 

On the posterior aspect the chest is thus subdivided : that 
portion on either side above the spine of the scapula is 
known as the Supra-Spinous Region ; that below the spine, 
and as far as the inferior angle of the bone, is called the In- 
fta-Spinous or Bometirnes the Scapular Region ; and from 
the lower angle of the scapula downwards, the inferior con- 
vex portion of the chest is known as the Infra-Seapnlar Re- 
gion. The space between the scapuite is called the Inter- 
Scapular region, and from below the level of these bones the 
mesiao portion between the two Infra-Scapular Regions may 
with propriety and advant^e bo ealled the proper Dorsal 
Region. Still more minute subdivisions of the ehest have 
been made, but for all practical clinical purposes those jost 
enumerated will be found sufficient. Having so far familiar- 
ised yourselves with the external topography of the chest, it 
is absolutely essential that yoii shall become equally well 
acquainted with the parts which in the natural state corre- 
spond to them within, and the sounds elicited from them. 
The following tabular summary should be carefully impressed 
on the meniory. 

§ 39. (1,) The Supra-Stemal Region corresponds to the 
trachea ; under certain conditions, and not absolutely those 
of disesBe, the arch of the aorta reaches the level of the 
foarohette of the sternnra, and its pulsations can be seen and 
felt in this region ; but in the perfectly normal state no Inng- 
tissue and no arterial niovenicnt e):iat in this situation. Per- 
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cmsion clear and resonan I, hvf peculiar, tracheal; respiratory 
sounds loud and blowing, tracheal. 

§ 40. {2.) The Superior Sternal Region covers the left 
and a part of the right brachio-cepbalic vein {the superior 
cava runs along its right edge), the ascending and transverse 
portions of the arch of the aorta, the trachea and its bifuroa- 
t on {» th numerous broi 1 al gland*) on a hne with the ^ 
second r bs the pulmonary artery fro n ta origin to its bifiir- 
cat on g eit part of the r ght aur cle also some areolar tis- 
sue the remi ns ot the th mus qland fatty or other deposit, 
a 1 the latenl pie ral boun -lares of the npper V-shaped 
port on of tl e anter or med ast n n w th the edges of the 
lung" h ch w J ly separated above approximate and be- 
con e separati^i by only an neons de able interval at the 
m idle of the sternum, where the two ^ -shaped portions of I 
tl e anter or med a t um eet by their apices. In the 
low r part oi the a per or sternal region, near the edge of 1 
the atei unm, and between the sternal attachments of the 3rd f 
and 4tli costal cartilages, the sigmoid valves of the pultno ] 
nary artery and aorta will be found in this region (sec § 57.) I 
Percussion clear and resonant, the vibrations of contigvous ' 
parts being communicated to this bone : respiratory sounds 
clear and loud, but distant blowing or tubular. 

§ 41, (3.) The Inferior Sternal Region covers the greater | 
portion of the right ventricle and ii small part of the left, tho 
infundibuhim of the pulmonary artery and the mitral and ] 
the tricuspid valves, the edge of the right li 
small portion of the left, a part of the liver separated from J 
the heart and pericardium in this situatian only by the dia- 1 
phragm, and occasionally a portion of the stomach, 
distended. Pe/vusaion decreasing in clearness from above ■^ 
downwards, but nowhere absolutely dull ; respiratory sound I 
faint, eonvetjing distant vesievlar i 

§42, (4Jj5.) The Snprn-Clavicular Ki-gion conlaina the ] 
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apex of the lung on cither side, passing above the clavicle 
from 1 inch, 1 j, 1^, and occasionally even 2 inches, the right 
Dsually reaching slightly higher than the left; portions of 
the aubcUviau and carotid arteries and of the subclavian and 
jugular veins are found iu this region. Percussion clear, but 
not retonanl, unless trachea be involi/ed in the percussion : 
clear and fine vesicular murmur on inspiration ; the tubular 
sounds nf the trachea will be elicited unless the examination 
is made ivith exceeding care and with a stetkoaeope of very 
tmall hell. 

% 43. (6 4: 7.) The Clavicular Region covers a band of 
lung-substance about half an inch in vertical depth. The 
right sternu-clavicnlar articulation covers the bifurcation of 
the arteria innominata ; on the left side the subclavian and 
carotid arteries ascend vertically behind the bone, and the 
Bubclavian passes downwards and outwards under either 
clavicle in its middle third. Percusnion clear, resonanl,and 
peculiar, except in outer third, where it is confused, being 
on£i/ a comminuted vibration ; clear but distinct, gentle, rus- 
tlinff sound on inspiration. 

§ 44. {8 & 9.) The Infra-Clavicular Region covers Ae 
bronchus and the upper lobe of the lung on either side ; on 
the right side the superior cava lying close to the sternal 
edge, and part of the arch of the aorta; on the left aide the 
edge of the pulmonary artery comes into this region, as also 
does part of the base of the heart Percussion clear, very 
resonant, and evert loud when struck with short firm blows : 
soft but clear rustling sound with inspiration. 

g 45. (10.) The Right Mamillary Region covers the infe- 
rior lobe of the right lung, a portion of the right auricle of 
the heart, and abont one-third of the right ventricle, which 
lies to the right of the sternum. The liver rises in this re- 
giou to the level of the fourth interoosUl space after expii-a- 
tion, but it is still partially overlapped by a portion of the 



lung siibstanee ; when the nglit ala of the diaphragm ia 
ilrawn down in full inspiration, the hepatic convexity, and 
consequently the line of hepatic duluess, becomes depressed 
from one to two intercostal. spaces. Percussion full, clear, 
and resonant on right side, more or lees ahaolutely dull 
over heart on hft side ; apt to be tympanitic in lower part of 
left mammary region from stomach. Less clear, but stilt , 
audible vesicular rustle vnlh inspiration. 

§46. (U.) The Left Mammary Region covers the left 
auricle and ventricle, a small portion of the right ventricle 
constituting its apex ; nearly all this surface of tlie heart ia 
left, uncovered by pulmonary tissue in consequence of the 
irregular notch which the left lung presents in this sitnation. 
Percussion dull shading off at periphery ; cardiac sounds 
aad shock predominant. 

§ 47. (12.) The Right Tnfra- Mammary Region covers tho 
liver, with a variable thin intervening aiip of pulmonwy 
tissue at its anterior and tipper part ; the hepatic angle of 
the colon lies behind the liver in the lower part, Percttt- 
sion dull, except on gentle expert percussion : inspirator^/ 
rustle faint and distant as it were. 

§ 48. (13.) The Left Infra-Mammary Region covers tio 
stomach, and a small part of the left side of the liver lying 
in front of it ; also a portion of the anterior edge of the 
spleen {and a great extent of this viscns when enlarged). 
Percussion tympanitic, except after Tneals ; faint distant in- 
spiratory rustle, metallic and amphoric sounds from stomach. 

§ 49. (14.) The Superior Axillary Regions correspond to 
a great volume of lung- substance and deeply seated large ! 
bronchi. Percussion very clear and resonant; in^raiory 
rustle clear and very audible. 

§ 60. (15.) The Inferior Axillary Regions cover on the 
right side thin interposed lung-substance and the liver; on 
the left the interposed lang-siibstance and the stomach and 
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spleen. Pereuigion dull on riff/U aide, tympanitic on Itft ; 
dintant rustle on ihspiration. 

§ 51. (16.) The Supra-Spinovis RegiouB correspond to the 
posterior snvface of Ihc apices of the Uinga. Percussion, clear 
and renonant when ^rm, expert, and bold, otherwise very eon- 
futed and indistinct, Intpiratory murmur clear and audi- 
ble, not loud. 

g 62 (17.) The Infra-Spin ous Regions cover cxtenBive 
portions of lung substance. Pereuation clear and resonant ; 
full and clear inspiratory rustle. 

§ 63. (18.) The Infra-Scapulflr Regions cover thin inter- 
poseii portions of lung-sabstance, and on the right side the 
liver; on the left the stomach and spleen. Percussion clear 
and resonant, except very low down on right side. Inspira- 
tory rustle clear, 

§ 54. (19.) The Interscapular Region covers some Inng- 
substance on either side of the inesian line, the trachea, 
bronchi, roots of the lungs, bronchia! glands, and lower down 
the oesophagus and aorta. Percussion clear and resonant. 
Plowing, tracheal, bronchial, or tubular sounds on insjiira- 

§ 55. (20.) The Dorsal Region covers on either side of the 
mesian line some lung-substance, and inferiorly the upper 
ends of the kidneys, in the middle line the aorta and oaso- 
phagua resting on tiie lower dorsal vertebrs. Percussion 
clear, but osteal ; faint, distant respiration rustle, if any. 

% 66. Vocal Premiliis. — When the hand is placed on the 
chest while the patient speaks, a more or less distinct vihra- 
tioD is felt; it is very great in some persons, very ill-defined 
in others : it is much increased when the lungs are solidi- 
fied and diminished, or suppreased when fluid effusion inter- 

§ 67. Position of the Heart and ita various parts.— yinch 
discrepancy exists unfortunately on this suhject, owing to 




tlie exdetiw dificaItT, and alHMMt iMtpoEBBnlil 
rainii^ the exact pcnDoiiof tbe parUof ibe karti 
lute certaintT during life^ 

By attention to the fbUoviag rales, tbe position of the 
Heart and Great Tecads maj be detenniDied vith &ii amount 
of exacthotle mfficieDi for all clinical parposea. 

An oUtqae or diagonal line m&j be drawn from tbe Siat 
intercostal q>ace on the right side of the Eteraum to a point 
between the fifth and sixth left ribG, about two incbea 
below tbe left nipple and one inch to its sternal side; thb 
line tna; be termined tbe cardiac axis; its upper end cor* 
reapoods to tbe conreiily of the arch of the aorta, its lower 
to the apex of tbe heart ; at about its ceotre and at a point 
nearly correspondiog to the sternal attachmeDt of the foarth 
left costal cartilage, the origin of the aorta is situated behind 
the sternnm, separated from the mitral orifice by only the 
right fold of the mitral valve, and overlapped by the infiin- 
dibnlum of tbe pulmonary artery, and having the tricuspid 
orifice a little to its right and soraewhat anterior, those of 
the pulmonary artery being about half an inch higher np : 
this may be called tbe cardiac centre ; the whole four seta 
of valves lying within a circle equal to a half-crown-piece in 
diameter. The sigmoid or semilunar valves of the aorta lie 
a little dirtance above its origin, and those of the palmonary 
artery about hnlf an inch higher up, atid on a level with a line 
crossing the sternum from tbe inferior edge of the cartilages 
of the third ribs. 

A lino corresponding to the left edge of the ateraum has 
about one-third of the heart to its right, and two-thirda to 
its left, white to tbe right of the sternum lie the superior 
cava, a very email convexity of the arch of tbe aorta, in 
the first intercostal space, a considerable portion of the 
right auricle, and a small portion, perhaps one-third, of 
the right vonlriclo. 
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If l!io sternal atlachracDt of the fourth left eoata! carti- 
lage lie taken as centre, and a circle be described with a 
radina of about two incljes, it will embrace the more 
important parts of the heart, and its appendages ; all, in 
fact, that are moat eissentiul for clinical examination. 

The stethoscope placed over the cardiac centre detects 
in the normal heart two sounds ; one, the first or systolic 
soimd of the heart, a somewhat prolonged, full, and 
occBBionally ringing sound, caused chiefly by the contrac- 
tion of the ventricles ; the other, shorter, quicker, and 
caused by the falling down of the semilunar valves of the 
aorta and pulmonary artery i lislen Co them in Ike healthy 
heart, to know them. 



g 58. This indispensable mode of exploration may be 
practised with the fingers, with which undoubtedly the 
highest skill can be attained after long practice, or when 
peculiar aptitude for auscultation exists. For manual or 
immediate percussion, the index, or tlie index and magnus, 
of the left hand may be placed gently and uniformly in 
apposition with the part to be explored by either their 
palmar or dorsal surfaces. The pulps of the four fingers of 
the right hand accurately brought into line, and main- 
tained so, but without rigid muscular contraction (the naila 
having been cut very short), will make an excellent per- 
cussor. Keep the elbow steady, but not rigid, at nearly 
a right angle ; let the forearm remain motionless, and allow 
the hand to move with short, quick, but free vertical home- 
rtrokca on the left index or magnus successively. With 
skill and practice, and with motions such as those just 
described, but with no others, a very full, clear, and 
resonant percussion tone tuny be produced ; and many 
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delicate characters, ai actual reeisUnce and resill 
elasticity, can be appreciated better tlius perhaps than by 
any inHtrutneiital percussioo. On the other hand, instra- 
mcntal percuesion has unquestionable advatita^cB; it elicits 
Tery deeply-seated dulness or clcameGs, if cither character 
be toasked by an intermediate and antagonistic one, while 
I think it is equally certain that it defines the precise 
physical character and the exact extent of diilness or clear* 
ness in the part percussed belter than manual or digital 
percussion. 

Wintericli's hammer now in common nae, wilH the ivory 
pleximcter, will be found with pmctice to give very readily 
appreciable percussion tones ; tbe drumstick percnssor lately 
invented will also bo used witli advantage. Botli, however, 
present in my mind very serious practical objectionsL "Win- 
terich'g hammer has intrinsic dynamical difiicnities to be 
overcome wl.ich I for one atill feel, and which I see that 
every one who commences to employ it has to struggle 
against oeforo he can use it with precision and satisfaction. 
In technical language its centre of percussion is too far for* 
ward; in common language it is all by the head, or down 
by the nose ; one could never drive a nail with any Buch 
instrument, and it requires great address and practice to 
hold it well lialaneed witliout percussing at all, and when 
used for percussing it has to be held very tight, with 
marked miiBcular effort, to prevent its falling oil one side, 
or striking sidcmays, aiid to give it back-stroke enough. 
The drumstick percusaor is too resilient, and produces only 
superficial tones. 

I recommend the employment of my hammer percusaor, 
which has the advantages of readily found and unchange- 
able balance, a well-placed centre of percussion, and depth, 
penetration, clearness, fulness, and roundness of tone, with 
perfect dufiniiion of the physical characters and extent of 
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tlie Loilj* percussed ; nnJ it ia applicable, by percussion wilh 
the smaller end, to tbc exploration of very limitei! sarfaces, 

I 69, Whether eJiamined with manual or instrumental 
percussion, the following phenomena may te elicited from 
the human chest under various conditions : — 

(1.) Clenrness, resonance, elasticity, exemplified by per- 
cussion over the infra- claricular regions; clearness on per- 



(2,) Dulneas, non-resonance, deadness or want of elasticity 
exeraplified perfectly by percussion over the thigb, partially 
by percussion over the liver ; dulness on percussitm. 

(3.) Tympanitic sonnd, drum-like resonance, with high 
elasticity, exemplified by percussion over the stomach or 
intestines, when filled with wind or gases ; tympanitic gound 
on percussion. , 

(4.) Sounds with a metallic or amphoric character, like the 
ring of metal or earthen vessela; amphoric sound on pirciis- 

(C.) Sounds with a peculiar character, as if proceeding 
from a jar or other vessel with a crack or flaw in the side, 
and heard in the human chest when percussed under various 
circurastnncea of air and fluid in the bronchial tubes, or 
artificial cavities, and with the mouth open ; bruit de pot 
fU&, cracked jar found, 

I shall not attempt more specific descriptions in words of 
the aevoral percussion sounds; like those of auscultation, 
they must bo heard and elicited by repeated practice before 
they can bo fully appreciated. Students will do well to learn 
by practice amongst themselves, as before recommended for 
WMCultation, the characters of normal percussion in the vari- 
oai regions of the chest and abdomen. 
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§ 00. Choke of Stetkoseope. — The first essential reqiuBite 
is to procure a, suitiible stethoscope. My advice on the . 
choice of a atetlioscope is exceedingly brief and simple. I 
quite concur witli the dictum, that to get a stutboseope to J 
suit you, yoQ must do as when buying a hat, " Try it on, and 
see will it fit joii." Choose any of ligixt bat firm make, solid 
or hollow, it matters little which, in cedar or more simple \ 
wood if you will; but let it have a moderate-sized wooden 
ear-piece, and take care, if it have an iniii an -rubber ring, that 
it is not too large or clumsy : it may be all of gutta-percha 
if you like. Observe whether it be sufficiently hollow in the 
ear-piece to prevent its closing the tragus of your ear, aud 
that the boll be nicely smoothed and rounded, not above 1 I 
or Ij inch in diameter, and without sharp edges, which are I 
inconvenient and hurt some patients. Corrigan's is «b 
encellent stethoscope. 

§ 01. Hold it easily balanced with the thumb, index, and 
magnuB of the left or right band, and place it gently, 
uniformly, and with jnst sufficient pressure to maintain 
apposition, hut not more, on the part of the surface to be ' 
examined; equally gently place the car in apposition with , 
its ear-piece, moving the hair out of your way, and gentiy 1 
but carefully adapting the ear upon the ear-piece, with the J 
head in any easy unstrained position. Listen carefully for « J 
minute or more during your iirst few trials ; the probability J 
is that you will hear, or rather distinguish, nothing in 
first few observations you make, owing to the nervous agita< 1 
tion, incomjilete apposition of the stethoscope, rustling of j 
dress or hair, rubbing of the fingers on the tube, and other [ 
disturbing causes. This is the fate of almost all beginners : 
don't be flurried, or give it up in confusion or despair, and 
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ahove all, don't be either foolish or menn enongh to W afraiii 
to say yon don't hear, or don't dislingnisli what von hear. 
Ask for an explanation of nliat ia to be beard, and listen again 
and again if necessary. 

Beyond the very first notions (already given) of the nor- 
mal sounds heard in the different r^ions, I will not occupy 
your time and mine in des^cribing verbally the natural phe- 
nomena distinguishable on auscultating over the longs and 
heart. They are to be learned in only oneway, viz., by careful, 
protracted, and repeated ejamination of these sounds in the 
healthy human Knbject. After a preliminary demonstration 
of certain technical points at the bedside, I am constantly in 
the habit of advising niv pupils to make carefal studies on 
each olher, in parties of not more than two or three, in the 
quiet of their own rooms. Three mates a belter quorum 
than two for these studies; this nnmber promotes obser^-ation 
and inquiry, and furnishes variety, Tvhich is all -essential towards 
forming an ear able to appreciate that indescribable j'iuf« 
milieu which alone constitutes perfect physiological health. 
Auscultate carefully over the several regions in snccession. 

§ 63. Abnormal Sovrtda audible by the Slethogeope. — Pro- 
longed expiration becomes audible in emphysema, the air 
being opposed in its egress from the ruptured or dilated 
cells. Puerile respiration, or a noisy and intense respiratory 
mannnr like that in children, ia audible in the adult when 
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to that oauaed by mbbing between the fingers a look of hai 
held close to tbe ear : it is caused by the passage of air ii 
exceedingly fine and minnte bubbles through n dense TiHci( 
fluid in the smaller bronchial ramifications, and in the vesi 
cles of the lungs. 

Mnco-Crepitas is a combination of the macoiu tUb and , 
the Crepitus. 

Gar^ouillement, or gargling, is caused by the bursting of ] 
large bubbles of air in a cavity containing fluid more or lea 
viscid, and in at least moderate quantity. 

Metallic Tinkling is a sound having a peculiar metallic, , 
sometimes a brassy, character, or one like the ring ofa piece 
of mptal struck smartly. It is variously caused, as by the 
bursting of bubbles of air through fluid contained iu a cavity 
of certain dimensions, or by the falling of a drop of fluid 
from a height upon the surlace of fluid in a cavity contain- 
ing air; it is well exemplified by placing the stethoscope 
over the stomach, while a teaspoonful of water ia swalloned 
very slowly. 

Bronchia] respiration ; a peculiar loud, blowing character 
given to both the inspiratory and the expiratory effort, and 
caused by the vibrations of the air and tubes being conveyed 
through solidified lung-substance. 

Tabular respiration; a modification of the foregoing, proba- 
bly caused by compression of the lung by fluid. 

Cavernous respiration ; a peculiar deep character given to 
the respiratory sounds by the air passing into a large cavity 
or excavation in the lung. 

Amphoric respiration ; a character given to the air enter- 
ing a very large cavity at each inspiration, or passing J 
through au accidental or artificia! opening into the cavi^of'l 
the pleura already containing air. 

Bronchophony ; the character given to the voice when 
conveyed through solidified lung-substance, as if the patient 
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spotc through the end of the stethosiiope into the listener's 
ear. 

Pectoriloquy ; a character given to the voice when pass- 
ing through a. cavity (usually tubercular) of considerable 
dimenaions (a very ill-defined and uncertain phenomenon). 

^^ophony; a peculiar trembling char.icter with high, 
squeaking, broken or interrupted notes, compared to those of 
Punch, and produced by the interposition of a thin stratum 
of fluid between the lung and the parietea. 

Auscnltation of the cough is of great importance. Caver- 
nouB, aniphofic, metallic, and other characters, not noticeable 
on ordinary inspiration, become audible if the patient be 
made to cough while the stethoscope is applied to the chest. 
In the full inspiration which succeeds the efforts of coughing, 
crepitus, rauco-crepitus and gargouillement often become 
audible distinctly, though not heard before. 

Frottement, or friction sound ; the sound of the rubbing 
of two roughened surfaces together, sometimes having a 
creaking character like that of new leather (bruit de cuir 
neuf), at othertimes soft, and like a murmur of gentle attritioit. 

Bruit, murmur, souffle; bruit de cuir nenf, new leather 
creak; bruit de scie, saw murmur; dc r&pe, file murmur; de 
gonfflet, bellows murmur ; de diable, &c. ; various abnormal 
Bonnda attending the action of the heart and audible with oi 
replacing its normal sounds, either or both ; also heard ii 
arteries, and occasionally in veins; in aneurismal and other 
tumours. 

EXPECTORATION. 

§ 83. Remark the quantity, colour, consistence, and odour 
of the expectoration, if any : note whether it be copious or 
scanty ; freely evacuated, or brought up with difficulty, and after 
GontJDtial cough efforts ; whether occasional or constant; mace 
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freqvicnt by night than by day, or vice vcrad ; occurring in 
tbe morning on awaking, or at nigbt lying down. Take care 
to liave it kept from day to day, in a ware spittoon. 
Observe whether it be thin, watery, and seroua ; or thick, 
viscid, glairy, soapy, or like white of egg ; intimately mixed 
with fine or large air-bubbles, frothy, uniform in appearance; 
or partly of the foregoing characters, partly raided with. 
thick, yellowish, or greenish aemi-purnlent sputa of irr^u- 
larly oval or circular shape (nummular sputa),, or with 
diffused, yellowish, viscid, pBriform or manifestly purulent 
matter ; whether floceiilent cotton-like masses of expectora- 
tion be noticeable, Note whether streaks, spots, or largnr 
or more diffused quantities of blood be present with any c^ 
the above characters. 

Remark whether viscid, semi-gel atinons or sizy expectora- 
tion be present, with more or leas of a general reddish, rusty, 
or pruDD-jnicD colour, iirm in consiatencB, sud Sidliering to 
the vessel when inverted, or detaching itself in ropy masses. 
These characters may be present in portions of the expecto- 
ration, while the remainder is partly more or less serous, 
sero-purulent, or puriform. 

Observe whether lymphy shreds, fibrinous filaments, plas- 
tic casts of large or small bronchi, or lymph moulds of the 
bronchi or trachea, solid or hollow, be present 

Examine the black carbonaceous specks or spots, greyish 
particles, small or large granular or minute globular masses 
(casta of pulmonary veaicules or miuuto bronchi, exhibitiog 
under the microscope aggregated epithelial oleraenta partiaJlf < 
disintegrated). 

Note whether concreted particles, large or small, 
or irregular, occur in the sputa. Inquire, in phthisical 
whether any such particles have been ejected. 

Hydatids, or fragments of tlicm, may be found under 
tinusnal circumstances. 
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Observe wliether there be any sensible odour from tbe 
expeclorateil matters ; whether they are faint and sickly in 
smell ; or aour, acid, fatid, or distinctly gangrenous : this 
last character is peculiar, indescribable, but once recognised 
cannot be forgotten. 

g 64. Mieroieopieal ChaTaeterg.—'Hote whether epithelial 
cells, nucleated or compound granular cells, piis-corpuscles, 
blood disks, fibrinous shreds, niolccalar particles, crystals, 
elements of cryptogaraic vegetation, particles of hydatids 
(hooklets), or other foreign bodies be present 

§ 85, Blood ejected from the mouth may be derived from 
very various and opposite sources, viz, nasal mucous mem- 
brane, gingival membrane, surface of the palate, fauces, 
pharyni, cesophagiis, stomach, larynx, trachea, bronchi, or 
pulmonary substance ; and either as a direct exudation from 
tbe pulmonary membrane, "or the result of rupture of a ves- 
sel, or of an aneurism, or from a cancerous or other tunnonr. 

The first, most simple, and essential rule is, to inspect all 
parts of tbe nasal, gingival, buccal, and pharyngeal mem- 
branes carefully, by which tueans a hxmori'hage alarming in 
appearance may often be traced to a superficial and trivial 

Note whether the guma are spongy and exude blood ; 
whether the buccal, lingual, palatal, or pharyngeal surfaces 
be relaxed, vascular, and streaked with blood; and whether 
any particular point can he determined, from which the 
hnmorrhage seems to originate. 

Inquire whether the blood has been ejected with or after 
coughing, hawking, or with expectoration ; in gushes, sudden 
monthfuls, with or aft*r efforts at vomiting. Inspect it, and 
note whether it be red or dark, intimately mixed with air- 
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biibblea, in small or partial atrcaka, or more copiously diffused 
through expectorated or other fluid or semi-fluid matter. 

Observe whether the blood ooostitutes a small or lai^ I 
proportion, or the whole of the matter ejected ; and remark 
particularly, whether it be red and florid, or dark, ot black- 
ish ; whether fluid, coagulated, or separated into a blackish I 
red fluid, with more or ieaa of a dark or blackish powdery I 
matter in suspension, or ocenrring as a deposit. 

Inquire whether the ejection of blood by the mouth has I 
been attended or followed by the passage of blackened dis- I 
organised blood per anura. 

Examine a small quantity, from two or three different 
parts of the specimen, under the microscope. Note whether 
circular dish-like corpuscles of human blood, or oval or ellip- I 
tical particles (blood of birds, reptiles, or fishes), be present ; 
whether molecules, mucous corpuscles, pus elements, nuclei, ] 
epithelial cells, or ciliated cella, be mixed up with the blood 1 
corpnsclcs: ifepitkdial cells and dilated cells be found with \ 
the eorpaseles, the blood is probably of pulmonary origin, i 
Observe whether molecular fatty particles, oil globules i 
abundance, starch corpuscles of any variety, fragments of 1 
moscular fibre, or of other animal tissue, spiral vesaels, cells, I 
or other elements of vegetable tissues, can be discerned I 
mixed up with the blood ; if ao, it is in all probability of 
gaatrie origin. 



§ 66. Beforeproceeding to the diagnosis of special diseBse^a 
I wish to impress the following rules upon your minds. The-* 
highest skil! in physical 'diagnosis, and the most profound 
knowledge of pathological anatomy, will leave yon but very 
imperfect and unsafe practitioners,incapable of clear judgment ■ 
and self-reliance in difficult eases in which you have to r 
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on yonr own reBponsibility, if you do not from the first 
endeavour to insiBter and acquire for yourselves that unwrit- 
ten and indescribable knowledge which constitutes the con- 
summate skill of the experienced medical man. It consists 
essentially in a faculty of appreciating the vital state of yonr 
patient ; of forming a rapid but complete and accurate esti- 
mate of the nervous and muscular force he possesses ; or, in 
general terms, of the powers of life which remain to him — 
his viability, so to speak, or the power which his system 
retains of resisting the morbid or fatal influences of injury 
or disease. Without this invaluable faculty, which is indis- 
pensable to perfect professional skill, you may diagnose the 
-nicest points in cardiac, pulmonic, or other diseaae ; but you 
will never be able to form a clear and self-reliant judgment 
as to whether yonr case may live an hour or week, and 
whether it will die or recover. Ingenious circumlocutions 
will silence or mystify anxious and inquiring friends ; but 
you will stand arraigned of self-convicted incompetency 
before an inward and uncompromising tribunal; and, indeed, 
it is only from ignorant or superficial bystanders that you can 
Rt all successfully conceal doubt, hesitation, ignorance, and 
incompetency. 

This faculty is not to be communicated by oral or written 
teachings, it is the duty of a clinical physician to impart it 
to you at the bedside ; it is, in fact, that for which, above all 
else, you enter on hospital studies. Bear in mind, therefore, 
that besides the mere physical diagnosis of disease, you have 
something still more important to bo taught at tlic bedside. 
Attention to the details given under tlie head of " Prelimi- 
nary Observations," will bo of material assistance in forming 
this part of your clinical experieift:c. 
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§ 67. Having inquired into the hietory and made the 
preliminary observations (§ S to § 19), careliilly discriminate 
wliethor the case be pyrexia! or a-pyrexial. 

g 08. The diseases of the chest with pyrexial syinptoins 
most commonly to be met with, are hroochitis, pneumonia, 
pleiiritis, empyema, pleuro-pneumonia, pnlmonary apoplexy, 
phthisis, pneiiraothorax, abscess of the lung, gangrene. 

§ <)9. The chronic diseases of the chest, with more or less 
of occasional, but not constant, pjrexial phenomena, are 
chronic bronchitis, asthma, dilated bronchi, cirrhosis, emphj- 
acma, cedema of the lung, chronic phthisis, empyema, hydro- 
thorax, cancer of the lung, pleura or mediastinum accphalo' 
cysts. 

§ 70. In pyrexial cases, with thoracic symptoms, after 
making the necessaiy preliminary observations (remarking 
any general or special congestion of the face, as on the 
cheeks or malar bones), note especially the frequency, force, 
falneas, deepness, completeness, or, on the contrary, the 
imperfect and audduTily arrested (by pain) character of the 
movements of inspiration and expiration ; note whether 
they arc attended with increased, constrained, or spasmodic 
movements of the alto of tlie nose, of the larynx and trachea, 
of the scaleni, or other respiratory muscles of the neck, of 
the intercostal and abdominal muscles ; also, whether gene- 
ral dyspncea (difficulty of breathing), cough, pain in the 
sjde, oppression of the chest, sense of heat, or distress, b» ^ 
complained of. 

g Yl, Inquire whether the pain be a dull, general pain, 
confined to one side (pneumonia, if other symptoms concnr), 
H gcnernl tiense of heat, suffering, or distress, referrihlo to 



tlie whole chest (bronchitis), or any part of it ; or, on the 
other hand, whether the p&in be localised, and of a sharp, 
Btabbing, or lanciimtiug character (pleuritis). 

§ 72. Note whether the cough be short and hacking, or 
prolonged, painful, or otherwise, followed by expectoration 
or not. ObBQrve whether the expectoration, if any, be free, 
copious, white and frothy, thin, watery, and serous, or thick, 
semipumlent, yellowish, or somewhat greenish, with oi' with- 
out blood-streaks, fibrinous shreds or casts of the tubes 
(various forms of bronchitis). Bemark whether it be riscid, 
aemigelatinous, tenacious, of a rusty or prnne-jiiiee colour 
and appearance, more or less firmly consistent, and adhering 
to the vessel when inverted without falling or pouring out 
(sputa of pneumonia). 

Note whetlier it be more or [less distinctly purulent, yel- 
lowish, or greenish, containing cottony or nummular masses 
(like pieces of cotton or money), soft, cheesy, or cretaceouH 
matter, or calcareous particles, blood, in greater or leas 
quantity, shreds, filaments, fibres, or fragments of lung tissue 
(phthisis at various stages). Observe whether putrid, gangre- 
nous, or other f(Btor, be observable in the sputa (often putrid 
in abscess of the hing, phthisis, pulmonary apoplexy ; gangre- 
nous in acute or chronic gangrene of the lung, or in gangre- 
nous abscess). 

§ 73. Examine, under the microscope D. 300 to 500, 
particles of sputa presenting any of the foregoing charac- 
ters; note whether epithelial cells, more or less disintegrated, 
mucous or pus corpuscles, compound granular cells, blood- 
disks, fibres, fatty or oily molecules, tubercular corpuscles, 
stroma of lung tissue, cholcstearine plates, or other crystals, 
confervoid bodies, or other extraneous elements, he present 

g 74. Carefully percuss the chest before and behind 
through the several thoracic regions (§ 37 to § 57) noting 
whether slight, partial, or complete duhicss, deadness, and 
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want of resiliency, or the contrary charactera to tympanitic 
or amphoric resonance, or bruit de pot f614, be observable in 
one or iiioi-e of the regions (definiog accurately which), on 
one or both sides of the chest, and before or behind, or both. 
Observe whether the line of dtilncBS be persistent, or change 
with change of position of the patient; remark whether the 
vocal fremitus be increased, diminished, or suppressed, locally 
or generally ; carefully explore the several thoracic regions 
with the stethoscope, noting whether the inspiratory mar- 
mur be increased in intensity (paerile inspiration), diminished, 
or absent, throngh a greater or less estent of the Inng; 
whether dry (that is, sonorons or sibilant) rSles, or moist 
(that is, mucous) r&les, krgc or small, coarse or fine, mnco- 
crepitus be audible (bronchitis in various stages) ; whether 
crepitus, bronchial respiration, and bronchophony, or crepitoa 
rcduic, be audible (pneumonia in various stages) ; whether 
there be cavernous respiration, gargouillement, pecforiloqny, 
metallic tinkling over any limited surface (cavity from exca- 
vation of tubercle, pneumonic abscess, dilated bronchi ; cir- 
rh(»is, gangrenous destruction of lung tissue, or other cause). 
Note whether friction sounds, aegophony, or modified bron- 
chophony, be audible (plcuritia, pleuritis with effusion); 
whether amphoric respiration, metallic tinkling, snccussjon 
sound, splashing of fluid and air, be andihie (pneumothorax 
with efl'usion) ; observe whether prolonged expiratory sound, 
with or without audible wheeze, be present (emphysema). 
The following summary view of the chief physical signs of 
the more important diseases of the lungs will be useful to 
the student ; but, for full information on these important 
subjects, he is recommended to refer to the various original 
works cited below.* The summary here given is only 

• For the best accounts of the various Tlioracic DiaeasEa consult 
Williams ou llio Cliest; several ehaplera iu Watson's Practice of 
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meant to comprise memoranda useful for immediate reference 
at the bedEiide. 

§ 75. H&Qnonnis.^Percuasion : Normal in all stages, 
or only slight want of ringing clearness and resiliency. — 
Auscteltttlion : Dry, sonorous, and sibilant wheezing or coo- 
ing soanda in the first stage. When secretion is established, 
moist, mucous, or muco-crepitatus r&les (bursting of air in 
sncoessive and closely following, pretty large bubbles through 
a viscid fluid). In capillary bronchitis, fine muco-crepitua 
over extensive surface, especially on posterior aspect of 
thorajt. — Expectoration : Wliite, frothy, or thin, watery, and 
Herons, or glairy, like white of egg ; or in chronic bronchitis, 
thick, ropy, or muco-pnrulent. 

g 76, PsEfMONiA. — Percussion: Normal in the first stage; 
dulness more or less complete in the second stage, but per- 
aiatent, and not changing place, unless by extension of the 
disease to fresh portions of lung-substance ; in the third 
atagc, semi-dull. — Attseultalion : Puerile respiration in whole 
or part of one or both lungs may he heard in a stage imme- 
diately preceding the actual development of pneumonic 
inflammation of the lung, and ia a valuable premonitory 
sign. Crepitus in the first stage when the lung tissue ia 
engorged, n very fine moist r&Ie, like the sound of salt crack- 
ling in the fire, or that caused by rubbing a lock of hair 
between the fingers close to the ear : bronchial respiration 
and bronchophony (as if respiration and voice passed directJy 
into the car) in the second stage, when the lung-substance ia 
rendered dense and solid (stage of hepatisation) by tbe 
deposit of lyinphy exudation ; crepitus redux in the third 
stf^e, the solidified !ung breaking up and readmitting air 
(larger and coarser sound than the crepitus of invasion, but 
of the Bitme character) ; gargouilltment (gurgling -of air in 
fluid), in the fourth stage, if abscess of the lung be formed, 
and its cavity communicate with a bronchial tube. — Expec- 
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and tenacious in first 
o-purulent, or wholly 



toration: Rnsty or prune-juice, viscid i 
and second stages, semi-purulent, oi 
purulent in tbird stage. 

§ 77. Phthisis. — Percutiion : In first stage of tubercle 
of the lung, tlie pcrcusaion-aound ia not altered, or there is 
only very slight want of ringing clearness and resiliency; 
when the deposit is extensive, and a certain amount of long- 
tissue is solidified tiiereby, slight localised, partial, and incom- 
plete dulncss is perceptible ; absolute dulness is rare ; if a 
very large cavity be formed, amphoric percussion may cMst, 
and under certain circumstances the peculiar cracked jar or 
pot sound is produced, known as bruit do pot f&le ; in cases 
of peiforation of the pleura and production of pneumotho- 
rax, general amphoric or tympanitic percussion will be audi- 
ble. — Auscultalum : In the very early stages, no special or 
characteristic sign is audible ; the following phenomena will 
be found valuable, aa early indications of approaching tuber^ 
culisation. On the existouee of very slight disseminated 
tubercle, localised feebleness or puerility of respiration, or 
interrupted {enire-emipe) respiration under one clacicle-, 
localised recurrent mucous (bronchitic)r&le ; localised audi- 
bility of expiratory sound ; localised crepitus at end of 
inspiration, or audible only at end of cough or inspiration 
which follows cough. When tubercle is deposited and sof- 
tened, second stage, more or less extensive crepitus under 
one or both clavicles will be audible ; when the tnbercla 
becomes evacuated, and a cavity (vomica) ia formed, caver- 
nous or amphoric respiration cough and voice will be per- 
ceptible ; gargoui I lenient, metallic sounds, occasionally with 
or without pectoriloquy will be audible. Amphoric sounds, 
metallic tinkling, and snccnssion phenomena, are audible 
when pneumothorax takes place. — Expectoration: Not cha- 
racteristic in the first and second stages; hsemoptysis pretty 
frequent; cottony, flocculent, or nummular sputa, purulent 
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or maco-pnrnlent expectoration; tubercular matter, lung 
fragments (!) and particles of vessels (!), or lung stroma saiil 
to be evftcuattiil ; bard, concreted particles of various sizca 
(inorganic salts, cretaceous and other elements of tubercle) 
are occasionally evacuated. 

§ Vs. Plkoritib. — Percussion : Normal in dry pleurisy, 
tliat is, when liquid efi'usion bas not taken place ; dulness 
more or less complete when serum or pus is effused into the 
pleural cavity, the line of dulness varying with the increase 
or decrease of the fiuid, and changing place as the patient 
cbitnges bis position in bed, except when the pleuritic effu- 
sion is circumscribed by adhesions. The vocal fremitus is 
diminished or suppressed iu plcuritis with effusion. — Auscul- 
tation : Double friction or attrition inurcnur audible over the 
inflamed portions of tbe pleurie coated with roughened lym- 
phy exudation, unless fluid effusion intervenes; in cases of 
fluid effusion compressing the lung-substance, a more or 
less modified tubular or bronchial respiration, and broncho- 
phony, are audible ; the voice sometimes assuming a pecu- 
liar shrill, squeaking, interrupted character, Fcgophony, or a 
sound as if passing through flattened out and compressed 

g 79. Emphysema. — Percussion: Increased resonance on 
percussion, in proportion to the amount of partial or general 
dilatation of tbe air cells. — Auacultiition : The long expira- 
tory sound is tbe principal stethoscopic sign ; the wheeze of 
asthma or the riles of associated bronchitis must not be 
taken for signs referrible to tbe dilated air cella. — Expeetora- 
tion : Not characteristic, often clear and watery, or muco- 
purulent, if a certain amount of chronic bronchitis be pre- 
sent. 

g 80. CEdgha or thz Lpbo. — Percussion : Dniness on 
percussion, in proportion to the entcut and completeness of 
the ocdematous state of the lung tissue. — AaseuUalion : 
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Crepitus more or less extenfiire, a-vd more or les« fine in pro- 
portioD to the extent of the (edema; tbis disease is almost 
never an isolated affection, and its diagnosis is to be made 
in coDoexioD with the general history of the case and the 
presence of dropsy in other parts. 

I 81. PumosAKr ApoPLErr.— The phenomena of pcr- 
CDKeion and aascnltation are those of semi-solidified lung, 
with localised dniness cuore or less complete, and more or 
less extensive crepitna. The history of the case, and the 
occorronce of considerable hremoptysis, will aid the dia- 
gnosis. . 

§ 82. CiRBHOHis OF TRE LcsG. — The diagnosis is to be I 
made from the history of the case, from a cinsideratton of | 
the percussion and auscultatory phenomena of the thoracic 
cavity and the superadded phenomena of more or less 
remarkable contraction of the affected lung, sometimes pro- 
ducing displacement of other organc, as of the heart, in con- 
sequence of the diminution of volume in the cirrbosed organ ; 
thus in cirrhosis of the right lung, the heart may be found 
to beat in the riglit infra-clavicular region, 

§ 83. Abscess of the Lrso, Gangrbke. — The diagnosis 
is to be made from the history of the case, the cigns of cavity, 
the character of the sputa, and, in the event of gangrene, 
from the peculiar and nnmistakable foafor of the brealb and 
sputa. 

g 84. Cancer of the Ltrno or MKDiABTisrM. — ^ITie 
investigation of this affection comes under the heiul of 
tumours, and the diagnosis ia to be made accordingly, 

CABBB PRKSENTtNG SIOKS OR SYMPTOMS REFERRIBLS TO TBI 
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g 85. Exploration of Diseaies of tht Hfart and great « 
uU. — Having inqnirod and recorded the liistory of the cat 
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observe whether it be a pyrexia! or an a-pyrexial one 
(according to § S to g 19). Impress the following practical 
rales on your mind. 

§ 6B. A. If a true pyrexial Btate be present (more espe- 
cially if acute rbeumalism, rheumatic fever, or arthritis exist), 
and that heart symptoms are manifested for the fii'st time, it 
is probable (but not certain) that you have to deal with 
some one or other or more of the following affections of the 
heart or aorta : — Acute dry pericarditis ; acute pericarditis 
with serous, sero-pviru lent, or hiemorrhagic effusion; acute 
endo-carditis ; acute endo-pericarditis ; acute myo-carditis ; 
acute myo-carditis in cotabination with peri- or endo-carditis, 
or both ; acute aortitis with or without any of the foregoing ; 
and, in cases of essential fever, typhoid softening or deposit 
in or other change of the muscular textures of the heart. 

§ 87. B, If the case be a-pyrexial (and you will bear in 
mind, in this class of inquiries especially, that quick pulse 
alone, with or without a nervously excited action of the 
heart, does not constitute true pyrexia), whether cardiac 
symptoms are now for the first time complained of by the 
patient, or be discovered by auscultation, or that the history 
of the case leads you to suppose that cardiac or aortic 
disease be present, you will have to pass rapidly in review 
before your mind, and put into practice such diagnostic 
rules as will enable yon to distingnish between chlorotic and 
antemic states, with symptoms and signs closely resembling 
those of certain oi^anic diseases of the heart; hypertrophy, 
with or without dilatation, and atrophy of the heart ; adhe- 
rent pericardium, with or without liypertropby or atrophy 
of the heart itself; valvular diseases, comprising those of the 
mitral and aortic orifices (common), of the tricuspid and 
pulmonic orifices (very rare), of the foramen ovale (most 
often observed in children) ; all of these singly or in combi- 
nation, and with or without hypertrophy of the muscular 
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Etnictures of the organ ; fatty states of the heart with or 
without valvular diseage; canterous, tuberculous, calcareous, 
osteoid, piiralent or other deposits in the walla of the heart, 
or in the pericardium {uncommon) ; effusions of serum 
(hydrops pericardii), pus, blood, air or gaaos into the pericar- 
dium ; pressure of aueurismail or other tumours on the 
heart; displacements of the heart from effusions into the 
pleura, or from the contraction of a cirrhosed lung; lastly, 
aneurismal or other tumours of or in contact with the aorta. 
§ 88. If a pyrexial state be present (8ee§ to § 19 and 
the case comes under the head A, § 86), note accurately the 
rata, force, volume, fulness, compressihility, hardness, wiri- 
nesB, nniformity, irregularity, or the smallness, feebleness, 
or other character, of the radial pulse; observe the caro- 
tids, and note whether their action be sensibly increaaed ; 
accurately note the state of the fece, whether it he par- 
tially or generally flushed, hot, and perspiring, whether 
any redness or special vascular injection he present on the 
malar bones, cheeks, or elsewhere ; note, on the other hand, 
whether any remarkable blanched or pallid condition, with 
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distress or uneasiness, pain, heat, palpitation or throbbing ; 
note whether there be any bulging, violent throbbing, wav- 
ing motion, or other visible signs in the cardiac region ; 
gently place the pahn of the hand over the priecordial 
region (§ 57); observe attentively the extent, fulness, 
force, violence, uniformity, irregularity, intermission, fluctuat- 
ing, trembling, tuniuUuons or other character of the cardiac 
heals ; note whether any sense of fluid in motion, of gi<ating 
or rubbing he conveyed to the hand. Observe whether any 
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sensations of distress or uneasiness, pain, beat, palpitation, 
anxiety, tendency to faintncss ha produced, or increased if 
present by nniforra pressure over tLe precordial region, or 
by digital pressure in the intercostal spaces, in the line of 
the aorta, or when pressure is made upwards and to the left 
side from the left costo-xiphoid notch, that is, on the base 
of tlie pericardium and apex of the heart; observe whether 
the apex beat takes place in its normal situation (between 
the flAih and sixth ribs, at a point about two inches below 
and one inch internal to the left nipple). 

g 90. Carefnlly explore the cardiac region by percussion 
(to my mind instrumental percussion is indispeuriable in this 
class of observations) ; note if the cardiac dulness be 
increased in intensity or extent ; percuss with particulav 
care the left mammary region (§ 46) and the inferior ster- 
nal region (§ 41), recording the extent upwards and laterally 
towards either the right or left side, to which absolute, 
moderate, or slight dulness extends: (the limits of cardiac 
dulness at the outset or any critical period of a case might 
be marked with a line of caustic, otherwise specify the rib 
to which tlie line of dulness reaches :) if dulness exist to the 
right of the sternum, note exactly its extent in inches or 
parts of an inch, from the right border of the sternum. 

g 91. Place the stethoscope over the heart, upon the car- 
diac centre, as ne shall call the point corresponding to the 
fourth left costo-sternal articulation ; listen with attention 
during twenty or thirty seconds, and then, but not till then, 
analyse the sound or sounds beard. Observe whether the 
usual first and second cardiac sounds are hero audible with 
theirnormal force and rhythm ; whether eitheror both of them 
aretntensifjed,prolonged, doubled, muffled, partially or wholly 
BUppressed, obscured or replaced by double or single, hard or 
Boft, blowing, grating, rubbing, sawing, filing, rasping, hum- 
ming, cooing, or other sounds not heard in the heart in health. 



68 HOSFITAI. PEACriCK. 

§ 92. Let me repeat the mode of exploration. Listen for 
twenty to thirty seconds (iluring your first few exaniinationa 
at all eventa), and not till then commence to analj'ae the 
BOnndB heard ; first note whether the norma! sounds are 
present or not, and whether modified in tone, loudness, or 
other character; whether either of tbera is replaced by a 
new sound, tbo other remaining natm-al ; whether both of 
them are so replaced by abnormal sounds. Having fami- 
liarised your ear with the new sound or sounds heard, shifl 
the stethoscope half an inch to an inch at a time, in a direc- 
tion upwards along the sternum in the line of the aorta, and 
note whether either or both of the new sounds are propa- 
gated with increased intensity in this direction, or whether 
the abnormal sound or sounds become gradually lost as you 
pass upwards, the ordinary double cardiac sound becoming 
audible instead ; note carefully in case there are two abnor- 
mal sounds at the fourth left costo-sternal articulation, 
whether both or only one become modified or lost aa you 
pass upwards, determining accurately which; the power of 
distinguishing between and identifying the first and second 
of two abdominal sounds requires practice and a nice ear, 
especially when the heart is acting rapidly. The following 
expedients will assist the student ; while the ear listens 
attentively place the fingers of one hand on the radial pulse, 
or better still, at the point where the cardiac beat is most 
distinctly felt ; then observe which of the sounds corre- 
sponds with the cardiac shock or impulse on the finger ; this 
will be perceived after a little practice ; that sound which 
coincides in point of time, or is synchronous with the cardiac 
ehock or systolic impulse, is the first or systolic sound. 

§ 93, Carry the stethoscope from the fourth leit costo- 
Bternal articulation, or cardiac centre, in the opposite direc- 
tion or towards the heart's apex, and note, in like manner, 
whether either or both of the natural or abnormal sounds 
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undergo change, i.e. wbetlier they hecome increased or 
diminished in tone, intensity, or other character, or wholly 
or partially lost. 

§ 94. If ihc sound or soutidB heard present the character 
of mbbing or grating, friution or frottement, or a creaking 
character, like that of new leather bent backwards and 
forwards, " bruit tie cuir neuf," observe whether it be double 
or single, audible uniformly over the cardiac region, or 
limited to one spot. Note whether double, " to-and-fro," 
distinct friction sounds be audible in one place, while soft 
murmur, donble or single, be audible at a short distance : 
note eepecially whether the characters of the gounds keitrd in 
the cardiac region alter materially from day to day, and 
from place to place, (If they do, it is a very reliable 
indication of the esistence of pericarditis in otherwise 
doubtful coses.) 

g 95. In cases presenting the foregoing assemblage of 
signs and aymptoma, probably dependent on inflammation 
of the aerou» aurface of the pericardium, mtk exudation 
of lymph or aerttm, or both conjointly, note with minute 
care the daily alterations in the percussion and auscultatory 



§ 96. If stcthoacopic examination detect (in cases with 
general history and clinical features similar to the fore- 
going, but without dulness on percussion) a soft or rough 
blowing murmur, double or single, and propagated up the 
aorta or towards the apex, or in both directions, and 
presenting uniform characters for days in succession, we 
may with reasonable probability diagnose inflammation of 
the endocardiuni, or lining membrane of the hear^ and 
of that part of it especially wliicb forms the aortic or 
mitral valves, or both. If the murmur be propagated with 
greatest intensity up the sternum, in the direction of tlio 
aorta, the aortic valves are probably those engaged; if 



in the direction of the apei, the mitral valves may be 
eitpected to bo inflamed. 

§ 97. . In cases preaeiiting for days persistent murmur, 
propagated in the line of ibe aorta or towards the aper, 
or in both directions, and in which there is heard at the 
same time a murmur, varjing in character and position 
from day to day, i.e. of the nature of double friction to- 
day, bruit do cuir neuf to-morrow, a soft double or single 
murmur in one place on a given day, and either inaudible 
in the same situation on ihe next, or of a quite diflerent 
character, and especially if the general signs enumerated 
in g 94. be present at the same time, cndopericarditia may 
be diagnosed with tolerable certainty, 

g 98. In cases presenting in addition to either the 
persistent murmurs of endocarditis, or the changeable 
friction phenomena of pericarditis, great cardiac pain, suf- 
fering, distress, or anxiety, throbbing, irregular or pounding 
action of the heart, or tliat combination of rapidity, irr^u- 
larity, and violence of action, which may be denominated 
" tumultnous," myocarditis, or inflammation of the muscular 
etructures of the heart, may be suspected in addition to 
endocarditis or pericarditis, or both. This is perhaps the 
class of cases in which there is not only most suffering, 
but most danger to the patient ; the diagnosis of myo- 
carditis, therefore, becomes a most important clinical feature, 
and this in respect both to therapeutics and prognosis.* 

§ 99. In cases of Typhus Fever the exploration of 
the cardiac region day by day becomes a necessary part 
of the daily clinical examination of the case. Note, by 
the application of the hand, whether the heart's impulse 
be of natural force and extent, increased (apparently so, 

■ Soo tlie T.ilmible Bocttons on Endocarditis, Poricarditis, and Myo- 
carditis, in Dr. Stokoa's Treatisos on Disenaea of tho Eoart and 



n 

\y) or w'eakeiied, 

Biidcred altogether 

tlie cardiac centre, 

iieart's 

IT ; note wLether either of the 

intenBified (very rarely 



not 11 n frequently ; really so, very i 
diminislicd in force and extent, oi 
imperceptible. Place the stethoscope 
§ 57 ; observe with what force or 
shook impiogea on t 
■onnds be prolonged 
weakened, diminished in tone or doration, or partially o 
wholly suppressed; in the latter event, the heart will be 
heard to act with a single sound only. Note especially 
whether that pecnliar condition of the first sound be pro- 
duced in which it resembles the second in tone, duration, 
and intensity, both sounds succeeding each other with 
great rapidity, and being perfectly undistingniahable. la 
this condition the cardiac action presents the closest points 
of resemblance to that of the ftetal heart; the term "fcetal 
state of the lieart" is employed to designate this condition 
of the heart in fever.* (See § 281, in Section 11^ for some 
notice of the soft fishy state of the heart present in this 
class of cases.) 

§ 100. In other classes of fevers, careful exploration of 
the heart will sometimca detect slight lesions probably inor- 
ganic; Bucb is that in which in relapsing fevers a mnrmur- 
like prolongation of the first sound has been detected, dis- 
appearing in certain positions of the body, as in the upright 
(Heslop and Lyons). 

§ 101. Clinically speaking, the diagnosis of acute aortitis 
is not to be separated from that of endocarditis engaging 
the aortic orifice and yalv<!s; I shall therefore make no 
special consideration of it in this place. 

§ 102, In o-pyrexial cases with heartrsymptoms, the 

• See Dr. Stokes's vnluablo paper on this subject. Aa doubts Lave 
been expreeaed as to Uie ectual production of this condition in tbe 
adult heart, I beg leave to say tbat I have repeatedly verified it in 
fbver eases, and verj lately, in a most marked manner, in two casea. 
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cliief states to be met with are; A. Inorganic disease of ibe 
heart and aorta, i^. diseases in. which no physical change or 
alteration has taken place in the heart or its valvular 
apparatus, or the aorta; B. Organic diseases, in which the 
heart, its muscular stvacturc, valves, orifices, or the coats of 
the aorta have undergone more or less estensive physical 
change, resulting in the production of permauent mechanical 
lesion of part^. 

§ 103. Having notfid the history of the case and its 
general clinical features, inquire carefully, if in females, 
nhether menstruation lias been, or is, regular, irregular, 
partially or wholly suppressed or excessive; note whether 
there he the general pallor, with a blanched, waxy, and 
semi-transparent state of the integuments of the neck and 
face, or of the surfeee generally. 

§ X04. Observe the force and extent of the cardiac 
impulse, by carcfnl palpation. Place the stethoscope on 
the cardiac centre, and note whether either of the sounds 
be increased in tone, duration, or intensity, partially or 
wholly suppressed or replaced by murmur of any kind, 
whether either of them (usually the second) be reduplicated, 
and whether cooing, humming, musical, or other sounds be 
audible with tho Urst or second cardiac sound; determine 
the direction in which any such sound is propagated, 

§ 105. Place tie stethoscope most delicately and lightly 
over the jugular veins and carotids, and note whothor any 
Bingle or double continuous or interrupted cooing, hum- 
ming, or other musical sound be audible; the continuous 
venous hum is known as the bruit do diable. An assem- 
blage of general and clinical phenomena, like the foregoing, 
indicate the presence of ansemia and chlorosis, and the 
cardiac and valvular murmurs, if any, are to be attributed 
to peculiar impoverished states of the blood, not to organic 
lesion of the heart. In all such cases, valuable aid in 
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diagnosis will be gained from the results of tLe juvantia, 
medicines producing a favourable effuet, and also from time ; 
thus, for inBtance, if under general tonic treatment and the 
exbibition of iron, tho pallor diminishes, the heart's action 
becomes regular, and the murmurs cease or become sensibly 
diminished, the conclusion is obvious that the heart affection 
was or is inot^oic, the disease essentially being an im- 
poverished state of the blood. 

§ 106. A-pyrexial organic diaeaseg of the heart and aorta, 
— The chief of these diseases may be considered to be 
hypertrophy of the ventricles, diseases of the mitral and 
aortic valves, fatty degeneration, atheromatous states of the 
aorta, aneurism, dropsy of tbe pericardium. 

g 107. In eases with the pulse moderate in rate, force, 
and volume, and not strikingly visible in the radial and 
carotid arteries, observe whether the cardiac region be 
visibly prominent, and to what extent ; examine tbe force 
and extent of the cardiac impulse by careful palpation ; 
observe whether it be forcible, heaving, violent, knocking, 
ahaking t!ie patient's chest or bead, and moving the 
head of tho observer with sensible force at each beat, or 
feeble though extensive, and of a waving, vermicular charac- 
ter, though over a large surface ; observe whether there ba 
any doubling of the impulse, or back stroke j^note especially 
where the apex beat is to be felt, whether at its normal site, 
or in the sixth or seventh Intercostal space, and whether 
within, on, or eit«rior to, a vertical line through the left 
nipple. 

§ 108, Carefully percuss tbe prrecordial region, and deter- 
mine tlie precise limits of the cardiac dulness; whether it 
reaches to or above the second rib, to or below the fifth, 
sixth, seventh or eighth rib, one or more inches to the right 
of the sternum, and to or beyond the vertical lino passing 
through tho left nipple. 
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c centre, and 
■■ normal, 



§ 109. Place tbe stetlioaeope on tlie cardiac 
observe with attention whether the aoonda j 
or altered in character, or replaced by murmu 
the first be prolonged, lingering, intensified, reduplicated, or 
weakened, muffled, feeble, do thy ; note whether the second 
sound be normal, clear, lotid, prolonged, rednplicated, or 
replaced by mui-mur. Heaving, forcible irapulse, increased 
dulness, muffled or clothy first sound, the second being nnim- 
paired, indicate hypertrophy of the ventricles, probably with- 
out dilatation or valvular disease. 

§ 110. When dilatation ia associated with hypertrophy 
(commonly the case), the impulse is fuller, more powerful, 
and more extensive, and the sounds are loud, clear, or ring- 
ing, unless either, or both, be replaced by mnrmur. 

§ 111. Cases not reducible to the foregoing gronpa, and 
presenting distinct valvular nmrmura, we may divide into 
those wilh obstructive and tho&e with regurgitant disease of 
Ike orifices. In the first class we have the afiections of the 
mitral and aortic orifices, in which the blood is prevented 
from passing freely from the left auricle into the left ventri- 
cle, or fi^m the left ventricle into the aorta, by constriction, 
thickening, lymphy deposits, vegetative or warty growths or 
excrescences, atheromatous or calcareous deposits on the 
mitral or semilunar valves. In the second class of cases, we 
have those affections in which, from rupture, rents, fissures, 
cribriform perforations, chronic irregularities, or deficiencies, 
ulceration, or absorption of the mitral or aortic valves, they 
become inadequate to perform the office of closing tha 
orifices to which they are attached, and a regurgitation of 
blood is allowed from tlie left ventricle into the left auricle 
on the one hand, and friim the aorta into the left ventricle 
on the other. 

§ 112. Obstructive disease of Ike Mitral Orifice leads to 
dilatation of the left auricle, but is not attended with appro- 
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ciable amrnnir, in consequence of tlie Hnricalar contractions 
being weak, vermicular, and not instantaneous. 

§ 113. Obstructive diaease in the Aortic Valves at the, 
mouth of the aorta is. accompanied bj a murmur propagating 
along the aorta, and often into the earotids, heard with or 
replacing the first sound of the heart, attending the systole 
or contraction of the ventricles, and hence known as a sys- 
tolic raurronr. 

§ 114. Valvular deficiency al the Mitral Orifice, allowing 
regut^itation of blood from the ventricle into the auricle, is 
attended with systolic murmur, propagated towards the car- 
diac apex and towards the axilla. 

g 115. Valvular deficiency (^Permanent patency, Corngan) 
at the Aortic Orifice m attended with nmrmur, caused by the 
falling back of the blood through the aortic orifice, from 
this vessel into the ventricle; the murmur replaces the 
second sound of the heart, and is propagated towards the 
cardiac apex. 

§ 116, Observe the rate, force, and volume of tie pulse, 
whether it be full, bounding, jerking or small, fine, and 
thready ; visible in the radial and carotid arteries, and pre- 
senting a quick sudden filling, with equally sudden collapse 
and disappearance, or small, deep-seated, and invisible. 

g 117. Observe whether (1) bounding or jerking visible 
pulse coincide with regurg^taot murmur at the cardiac cen- 
tre propapated towards the apex (permanent patency of the 
aortic valveii), or (2), with a double lo-and-fro murmur, 
replacing both the first and second sounds of the heart, and 
propagated up the aorta towards the apex {perntanfnl 
patency of the aortic valves, with obstructive disease at the 
aortic orifice) ; or (3), with regurgitant murmur at the car- 
diac centre, propagated towards the apex, and with systolic 
murmur propagated towards the axilla (regurgitant dinease 
in both mitral and anrlic orifices) ; or (4), to-and-fro niur- 
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mnr at the aortic orifice, heard at apex, up the aorta, and in 
the carotids, and aystolic murmur propagated into the axilla 
(obalrvctive and regurgitant disease of the aortic orifice, and 
regurgitant disease of the mitral artifice).* 

§ 118. In chronic cases of persons in middle or advanced 
life, with indistinct cardiac symptoms ; long, weak, slow, 
pnlse (28, 40, or under 56 per minute) ; tendency to faint- 
ness, giddiness, or pseudo-apoplectic attacks ; having an 
instinctive desire for the occasional or habitnal use of cor- 
dials, or stimulants of any kind, and feeling in inward want 
of them; presenting weak, labouring, occasionally or habi- 
tually irregular or intermittent impulse of the heart, indis- 
tinct or muffled first sijund, with or without faint, weak, 
systolio murmur, — the fatty degeneration of the heart may 
be suspected, and is presumably present, if no other diseased 
state, as softening of the brain, ifec^ be discoverable, capable 
of accounting for all or several of the symptoms. 

§ 119. In cases in which the presence of aneurismal or 
' other tumours is suspected, exploration of the phenomena 
may be conducted on the following systematised plan, 
which, if rigidly followed out, will, in the great majority of 
instances, lead to the detection in the first instance of 
tumour generally, i.e. the presence of tumour of lome kind 
in the cavity of the chest, and in the next place, of its 
Bpecific nature, whether aneurismal, cancerous, or otherwise. 
All the phenomena which can possibly be produced by 
tumours, may be regarded as (a.) extrinsic, and (b.) intrinsic; 
the former are the general phenomena, such aa pain, 
dyspntea, dysphagia: the latter, those belonging to the 
tumour it«elf, as pulsation, murmur, ic. 

• Tho more special dclaila of valvulnr diBgnosia must be studied at 



A. Extrinsic Phenomena of Tumours. 

§ 120. (1.) Thoao resulting from ioterferenco with tiie 
nataral Bonareity of tbe chest (or abdotneti), 

(2.) Tlioae resulting from interference with the functions 
of other organs, comprising: — 

a. Pressure on bone, as on the ribs, sternum, or vertebwe, 
causing erosion of osseous substance, and more or lesa dull 
boring or aching pains, constant or periodic, and more or 

b. Pressure on nerves, aa on the laryngeal rocnirent, 
causing stridor, aphonia, hoarseness, &C., constant or recur- 
rent: on the intercostal nerves, or those of the brachial or 
lumbar plexuses, causing pains or loss of power in tho 
muscles of the chest, or abdomen, arms, loins, limbs, with 
starlings, or shooting, or lancinating pains. 

c. Pressure on vessels; (1) on veins, causing cederaa p^ 
parta, as of the neck, the front or side of chest, one or both 
arms, hand or forearm, or both ; also venous turgesoenoe with 
abnormal prominence of veins in the neck, on the chest or 
abdomen, the upper or lower extremities: (2) on arteries, 
causing inequality of radial pulse, obliteration of radial, 
brachial, or axillary pulse, obstruction to, or obliteration of, 
bronchia! arteries, causing more or less extensive death or 
gangrene of pulmonary tissue. 

d. Pressure on tubes, aa on air-tubes, causing dyspncea, 
stridor, aphonia, unequal respiration, or absence of vesicular 
murmur in pait or all of one lung ; on cesophagus, causing 
dysphagia. 

e. Pressure on organs, displacing thera from their own 
proper centre, as on heart, right or left lung, liver, or any 
other ahdomicial viseus, when the aneurism is situated i 
that cavity. Cough with watery expectoration, bloody exu- 
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datior, or nctual bieniorrbage, mii)' be the result of such 



B. Intrinsic Phpnomeiia of Tumours. 

§ 121. {1.} Impulses.— There arc nanally two distinct 
impulsea in thoracic aneurisms, one only in sbdoiniiial : tlie 
first in tboracic, and the only one in abdominal aneurism, is 
generally a full, strong, diastolic, espsnaile movement, sensi- 
bly dilating in all directions the hand placed upon it ; the 
second impulse of thoracic aneuriem is shorter, quicker, and 
less distinct 

(2.) Sounds. — There are usually two sounds in thoracic 
aneurism, one only in abdominal ; tie first in thoracic, and 
tbe only one in abdominal aneurism is usually a full, pro- 
longed, but dull sound, sometimes, It t I ts, f th 
character of ranrmur ; it most comra Ij 3 th d 

that it is caused by the shock of the mp I f t! t 
on the ear, hence appropriately called 6 rf Aor b h 
may be looked ou as the normal sound f m p hi 

of being replaced by bruit of any kind d th t p t 
of bruit in the heart. 

§ 122. Tlic second sound of thora m Ily 

short, occasionally load, hat very bl h 

sometimes like that of the heart, but t m y be f th ha- 
racter of bruit, while the second d f th h t 

normal. 

g 123. Clinical exploration, in case f p t 1 ni 

must follow the foregoing line of inqi d ta I th ph 

nomena under the several heads of p sa h wh h 

will most readily, and at the earlie t ta d t th 

cKistence of tumour generally {pre m bl / real 

the majority of cases, from the prepo d f tl I ss f 

cases over other tumours) ; but it is th t ph o- 
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mena we must depend for ihe special dittgDoses of anenrism 
from other tumours. 

§ 124. The following soarces of error are to b^ borne in 
mind in the di^^osis of aneurism; in the thoraic, dilated 
states of the aorta, regurgitant aortic vaive disease, enlarged 
bronchial glands, cancer of bronchial glands, cancer either in 
the mediaslinnm or in the Inng-snbstance, pulsating empyema, 
throbbing of laDg-subatance in certain cases of pneumonia ; 
in abdominal aneurism, loeid irritative pulsation in the aorta, 
the same" state with enlat^ed left lobe of the liver, large 
softened lumbar glands, pressing on and receiving a pulsa- 
tion from the aorta, isolated cancerous, or other mass in the 
wall of the slomsch, in the omentum, or elsewhere, getting 
in front of the aorta, psoas abscesses, or other parulent col- 
lections, with a pulsatile motion communicated from the 
aorta; lastljr, movable kidney, thrown across the tine of the 
aorta. 

The diagnosis of these affections must be derived from the 
history of the cases, and their special clinical characters.* 

§ 125. (8.) State of AnooMiNiL Cayitv and OaoAMS. 
— The abdominal cavity may be divided into nine regions, 
as follows : — Draw an imaginary vertical lino on either side, 
from the centre of Poupart'a ligament upwards, till it reaches 
the chest; imagine two transverse Hues crossing these, one 
about an inch above the umbilicus, and the other passing 
from the crest of the ilium on one side, to the same point on 
the opposite side. We thus define nine regions: via. the 
Epigastric Region, or Epigastrium ; on either side of it 
the Right and Lofl Hypochondriac Regions. A space some 

■ For u goacml method applicable U tliQ dingTiosis oraneuriBoi and 
other tamoiu^ see the author'^ paper on tlie Motioos aod Souoda of 
Aneurism, the Mechanisoi of their Production, and their Diagnostic 
Value, Dub. Journul, Muj, 1850. 
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three to four inches sqnare, having the ii tnbiliuiiB in ite centre, 
constitTites the Umbilical Region, on either side of which we 
find the Eight and Left Lumbar Ecgions. A space of 
irregular shape, and some three to four inches square, situ- 
ated above the symphysis pubis, receives the name of Hypo- 
gastric Region, and on either side of it are placed the 
Right and Left Iliac Regions. 

§ 126. In the centre above ia the space known as the 
Epigastrium ; it corresponds to the left side of the liver, part 
of the stomach, the pylorus, part of the duodenum, and of 
the pancreas ; the term Siirobiculus cordis is applied to the 
small somewhat depressed part of this region just below the 
xiphoid cartilage. The impulse of the lieait can be 
frequently seen and felt in the scrobiculns cordis ; part of 
the hose of the pericardium, where it rests upon the dia- 
phragm, being here separated from thesurfacebnt by ashort 
interval, and there being no intermediate structures between 
this sac and the surface hut tlie tendon of the diaphragm, 
and the here somewhat thin parietes of the abdomen. The 
cardiac shock will be distinctly perceptible if two fingers bo 
passed in a direction upwards and towards the left in the 
angle between the xiphoid cartilages and the left ribs (left 
eosto-xiphoid notch) ; and in this situation it will be desirable 
to enplore the cardiac phenotncna by touch, under many 
circumstances. The left lobe of the liver, and great part of 
the stomach, correspond to the epigastrium, Pereuision : 
gtomachal, tympaniUe, — Metallic mid amphoric sounds on 
auteultalioTi, if the Jiaid and air in the ttotnach be tet in ' 
twlion hij any cause. On either side of the epigastrium are 
the right and left hypochondriac regions. 

g J27. The Right Hypochondriac Region ia occupied by 
the right lobe of the liver, beneath which the colon makes 
its first turn,^hepatic flexure or angle of the colon. Per- 
cussion: perfeclli/ dull and dead, except on deep expert per- 



cuHioR, which elicilg a mb-lympanitie sound from, the gase» 
in the colon, espedally when this inlestine is much distended. 
— Auscalialion : no sounds audible except those /rom motions 
ofjluid and gases in colon. 

§ 128. The Left Hypochondriac Region corresponds to 
the grent convexity of the stomach and the epioen ; also the 
aplenic flexnre or angle of the colon. Percussion : stomachal, 
amphoric, or tympanitic {the spleen being of normal vo- 
lume). — Auscultation : metallic, amphoric, or tympanitic 
sounds, audible if the gases and fuid in the stomach beset in 
motion. 

§ 129, The Umbilical Region corresponds to a part of the 
transverse colon, but principally to the coils of the jejnnura 
and portion of the ilium intestines t at its lower part, the 
convexity of the lumbar vertebrse comes prominently forward; 
and the abdominal aorta, to its bifurcation on the left side of 
the body of the fourth lumbar vertebra, can be felt without 
difficulty in thin subjects. Percussion: sub-tympanitic gene- 
rally ; but if the tramverse colon, or the small intestines, be 
very much distended with gas, the percussion plienomena will 
vary accordingly. — Auscultation: if ike fluids and gases of 
the intestines be set in motion by peristaltic action or other- 
wise, gurgling sounds, borborygmi, dc, will be audible ; if 
the stethoscope be pressed teitk moderate force towards or 
against the spine, the shock and sound of the abdomirtal aorta 
willbe conveyed to the ear ; and,by moderate pressure, a mur- 
mur will be produced under certain cireum^tanees. 

§ 130. ITie Right and Left Lumbar Regions correspond 
to the ascending and descending portions of the colon, and 
to the right and left kidney, respectively; the superior angle 
of the duodenum partly projects into theright lumbar region. 
Percussion : dull at the moat external part of each lumbar 
region ; over the line of the ascending and descending colon, 
the percussion tpi/l be moderately or loudly tympanitic in 
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proptyrtiim a» Ike intestine « distended with gas. — Ausculta- 
tion: no sounds ercfpl wfitit the fluids and gases of the colon 
are set in tnotiofi. 

§ 131. Tbe H}'pogastric Region corresponds to the blad- 
{ der, rectum, sod the uterus in tLe fumale ; some coils bf tbe 
sniAll intestine generally lie in front of the pelvic viscera, 
nnless when the bladder, uterus, rectum, or ovaria are very 
raucb enlarged. Pereuasitm : sub-tymptmitic, but varifd in 
proportion to the distension of the intestine with gases, — 
Autcullation : no sounds, unlesi the intestinal gases and 
fluids are in motion. 

I 132. Tbe Right and Left Iliac Regions or fossse corres- 
k pond to the cacuin or caput coli, and the sigmoid flesure of 
the colon respectively ; tbe ovaries in tbe female occupy 
these regions, and variable portions of the coils of the small 
intestines will be found in them. Percussion: suh-tympani- 
tic. — Auscultation : no sounds, except fluids and gases of 
intestines be in motion, 

I have applied the terni Sub-tympanitic to the soaod eli- 
cited on percussing the various resonant parts of the healthy 
abdomen ; it will be necessary to bear in mind that sonnd of 
tbe same character, but of greater loudness and intensity, is 
produced on percussion, when large quantities of gases are 
accumulated in the stomach of the large or small intestines. 
Tbe degrees of this abnormal drum-iike resonance I shall 
define by the terras " tympanitic," " very tympanitic," 
"highly tympanitic." 

g 133. General State of the Abdoinen. — Note whether the 
abdominal muscles have a naturiil resistance, and tlie abdomi- 
Tia] walls be soft, pliant, and yielding, or hard and rigid; 
whether enlarged and tortuous veins be visible on the sur- 
face; whether the abdomen be full or empty, flat and 
retracted, or tumid and swollen : whether it bo anywhere 
painful or hot, dry or moist ; nhcthtr it be lympanitic, i, e. 
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giving a boUow drom-like sound, or yield a dull dead sound 
on percussion ; also, whether there be anj sign of " flaetua- 
tion," that is, of fluid impinging with a light, smart, wave- 
like aliock on one finger or hand, wlieu an opposite and 
distant part of the abdomen is lightly and smartly tapped 
with another finger or fingers. Note, in cliiidren, the pre- 
sence or absence of the pol-beilied state of the abdomen, 
with fluctuation, general emaciation, and presumable pre- 
sence of enlarged mesenteric glands, tabes mesenterica. 
Determine, if fluid be present, the exact line it reaches in 
certain states of decubitus, as when the patient is on his 
back, on his side, or standing up ; note particularly whether 
the line of dulness cbanges with change of the patient's 

g 134. Distinguish between the dulncss and fluctuation 
of fluid in tlio general cavity of the peritoneum (Ascites), 
and the similar phenomena resulting from fluid in the cyatr 
like dilatation of the ovaries in the female (Ovarian dropsy)- 
In Ascites the tumefaction is unif d g ral from the 

first; in Ovarian dropsy the patient Uj f rs the origin 
of the disease to one or other of tl 1 f s> 

In Ascites, gravitation causes tl 1 1 d I ss of the 

fluid to change as the patient ch ^ea p t n supine 

decubitus there ia duiness in the fla k , a d t a variable 
extent in the lateral wall of the abdomen ; the intestines 
float towards the surface, and may be recognised there by 
resonant or tympanitic percussion sonnd. 

In Ovarian dropsy the dulnees is limited to a particular 
locality, and undergoes no change of position {at least very 
little) as the patient moves ; and, as the cyst approaches tbe 
surface, a limited portion of tbe abdomen will give dull per- 
cussion with fluctuation, which phenomena are neither 
central nor symmetrical, as in Ascites. 

§ 135. Tlie following groups of affections arc capable of 
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presenting the phenomena of tumor in the abdomen, and 
more or less closely simulating- each other. From the pre- 
ponderance of itneuHam and cancer, the question will uhuaIIj 
tic between these two diseases and all others, and between 
themselves. 
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§ 136. Tlie following special characters may be commonly 
found to attend intestinal, or, in general terms, abdominal 
inflammatory diseases. 

(1.) General Slate. — There is a peculiar liability to sudden 
sinking and collapse, with general anxiety and apprehension 
of fatal issue, cold sweats, and tendency to coldness of the 
surface, and especially in the extremities : the intellect often 
remains clear to the last. 

(2.) Face, — The features early acquire a peculiar, marked, 
nnd very characteristic expression. They become sharp and 
pinched, somewhat livid or bUiisL; the whole onunteiianco 
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Laviug the cliaractera expressed by Uie term Facius Ilippo- 
cratica, which cannot be described, and must be seen to be 
known. 

(3.) Pulse. — The pulse is generallj small, wiry, and rapid 
at first ; afterwards weak, thready, or readily extingQishabla 
(shabby puke) ; localised irritative polsation may very fre- 
quently be detected in the abdominal aorta, the mesenterie 
artery, and occasionally in the femoral arteries ; the force of 
this pulsation is somctitncs very considerable, and very 
remarkable when contrasted with the weak thready pulse at 
the wrist, and the feeble cardiac action. 

(4.) In peritoneal infiammation, the abdomen is often flat, 
harij, and extremely painAil : the pain ia of a peculiar, very 
severe, and oppressing character. 

(5.) In enteric infianimation, the pain is more difiused, 
often accompanied by griping, tormina, and tenesmus, a 
tumid state of the belly, with localised gargouillement iu 
the right iliac fossa ; diarrhtea with barmy or pea-sou p-like 
evacuatioDB may be present, but constipation may occur. 

§ 137, Peritonitis from perforation maybe suspected, if 
not positively diagnosed, when in a case presenting the 
clinical history and symptoms of enteric diseases, sudden, 
extreme, and otherwise unaccountable prostration and col- 
lapse set iu, after, or attended with, sudden pain, and occa- 
sionally a distinct sense of something having given way in 
the abdominal cavity. If not rapidly fatal, the course of 
the case is similar to that of peritonitis from other causes, 
except in the event of a renewed perforation, by detachment 
of the perforated portion of intestine from the conservative 
adhesions it had contracted : this unfortunate and usually 
fatal accident producing a second effusion of the intestinal 
contents, and a second and usually fatal attack of peritonitis, 
may result from the injudicious use of purgatives 
sionally an accidental and unaccountable event. 
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§ ]38. Stomach. — Having made the inqniries specified in 
§ 33, and noted whether the patient be fasting or have just 
taken a meal, tnepect the epigastrium, and note whether anj 
general or localised prominence, bulging or flattening, and 
retraction be present ; whether there be any general or 
localiaed waving or distinctly pulsatile motion. Carefully 
percuss the epigastrium, part of the right and all the left 
hypochondriac, the umbilical, and the left lutnbar regions, 
with smart and deep strokes ; by careful practice, consider- 
able facility and accuracy may be acquired in determining 
the limits of the stomach. In the healthy state, and when 
only moderately distended, one or two bonrs after a meal, as 
is usually the case at the time of hospital visit, this viscus 
should be limited to the epigastrium, the left hypochondriac, 
and a small part, if any, of the right hypochondriac region ; 
but under certain conditions of disease, as in scirrh us pylon, 
it may reach a great amount of distension, and pass into the 
nmbilical and part of the left lumbar, if not into the hypo- 
gastric and iliac regions, Note during percussion whether 
any localised dulness be observable at any part of the epi- 
gastrium. The stethoscope may be placed over the epigas- 
trium, when by the natural motions of the stomach, or by 
pressure or succuseton, metallic or amphoric sounds, or 
plashing or gurgling sounds with an amphoric character, may 
be induced; metallic tiulding is readily produced if the 
patient be made to swallow a small quantity of liquid by snc- 

g 139. Place the band on tiie epigastrium, and with 
gentle, steady, and increasing pressure, continued for a few 
moments, according to the sensations of the patient, ascer- 
tain if any of the gastric symptoms complained of, as heat, 
pain, or nausea, be thus induced, or increased if present 
Distinguish between hysteria or imaginary pain or uneasi- 
ness, complaioed of almost before the hand is placed in 
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apposition with the epigastrium, and always on tlie slightot 
first pressnre, but disappearing under steady eontinued pres- 
sure, and real suffering always increased by pressure (except 
ID tbe case of colicky pains). Observe by delicat* palpation 
whotber there be any general throbbing or pulsatile move- 
ment in the epigastrium, and whether it be a merely com- 
munieated ware, confused and ill-defined to tbe band, or 
an intrinsic pulsatile action, conveying tbe unmistakable 
sensatioDS of distinct and immediate expansile diastolic 
thiob. 

§ 140. Canae tbe patient to lie perfectly supine, relaxing 
the abdominal parietcs completely by partially fiexing the 
thighs on the pelvis ; then with the fingers of both bands 
make deep alternate preasure over the whole imaginary out- 
line of tbe stomach, from tbe cardiac to the pyloric orifice, 
along the line of tbe great and lesser curvature, and in the 
intermediate apace. Note whether any painful spot or spots, 
irregularities of surface, nodulated or bossy elevations, or 
distinct tumour or tumours be perceptible (probably cancer- 
ous masses). If dninoBS or pnisation have been previously 
discovered, explore its site, and define with the fingers as 
accurately as possible the size, moderate or stony or inter- 
mediate hardness, or the softndsa, solidity, or semifluidity of 
the tumour, its mobility or fixed character, and, if possible, 
whether it be in, on, before, or behind tbe walls of the sto- 
mach. If it possess a pulsation, note whether the tumour 
can be pushed to any point at which it loses the pulsation, 
and whether such pulsation bo a communicated to-and-fro 
motion or an intrinsic, diastolic, expansile, action. Observe 
whether it be double or single, and whether with the stetho- 
Bcojje a single dull sound of shock or impact on the ear (bruit 
de choc), or a double sound, or single or double nmrmur be 
elicitod, and whether of a soft or hard, blowins;, filing, or 
rasping character : whether this pulsation and bruit disap- 
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pear under change of position, as when the patient ia ii 
erect or semi-erect posture. 

§ 141, The pylorus may te specially explored by d 
digital palpation, with alternate pressure of both hands at a 
point about two inches above, and the same distance to the 
right of, the umbilicus ; observe whether any defined hard- 
ness, or more or less distinct tumour be perceptible in this 
situation. Owing to the depths of the parts, and thefaoihty 
with which they escape from pressure, it ia often exceedingly 
difficult to detect tumours in the pyloric region. The fol- 
lowing mode of exploration will be found very uaeful. Hav- 
ing freely evacuated the bowels by a smart purgative by 
month or anus the night previous, cause the patient to lie 
with his right side close to the edge of the bed (on a hair 
mattress, if possible), in the supine position, the knee slightly 
drawn up, and the abdominal walls as much relaxed as pos- 
sible ; place the palm of the left, hand under the patient's 
loin on the right side, just below the ribs, and clear of the 
spine; the thumb maybe made to hitch on the patient's 
flank, and the fingers may be now steadily pressetl with 
moderation in a direction forwards ; a point (Taj^ui, or 
counterpressure, will thus be secured, and the parts within 
the abdomen steadied, whilo the pylorns is explored from 
before by the fingers of tlie observer's right hand. In this 
way, a tumour, if present, can be secured between the fingers 
of the right hand in front and the left behind, prevented from 
slipping to one side or npivards or downwards, and its dimen- 
sions, hardness, attachments, and relations, can be defined 
with an accuracy in no other way attainable, A similar mode 
of exploration will be found useful in reference to other part* 
of the abdomen, as to the viscera in the lumbal', and par- 
tially to those in the ihac, regions. 

§ 142. The tract of the small and lai^ intestines may be 
followed through the several abdominal regions by careful 
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exploration with pslpatioii, percasaioo, and anacnltation. 
The terminatJon of the ilium and the caaciim or caput coli 
in the right iliac fossa rouat be explored with peculiar care 
and attention nnder certain circumstances, viz. in cases of 
phthisis, in typhoid fevers, pericsecal abacesa (so-called 
perityphlitis), foreign body, or ulceration in the vermiform 
appendix. 

§ 143, Observe whether localised heat, pain, redness or 
swelling, bnlging or flattening, masses of indurated ffeces, an 
emphysematona state or crepitation, be perceptible in the 
right iliac fossa. Nole whether any alight or more con- 
siderable cedema, doughy or boggy feel, be present iu this 
region : whether tliere be tympanitic, very tympanitic, or 
highly tympanitic resonance on percussion ; or, on the con- 
trary, only moderate central resonance, with more or leas 
complete dulnesa around. Ascertain whether there be pain 
or tenderness on pressure, and whether, by alternate digital 
presBDre with either hand, a peculiar gurgling noise can be 
elicited, ilio-cmcal gurgling ; observe the same phenomena 
with the stethoscope, nsing alternate pressure and relaxation 
with the bell-end ; note further, whether any crepitation be 
sensible to the fingers, or audible by the stethoscope. 

§ 144, Observe whether the colon be traceable in its 
ascending, transverse, and descending portions ; whether any 
fiBcal accumulations can be felt through the parietes, espe- 
cially in the left iliac fossa corresponding to the sigmoid 
flexure of the colon. 

% 145. Explore by deep pnlpation, with alternate pressure 
of the fingers of both hands, the sigmoid flexure of the colon, 
at the junction of the left iliac fossa and hypognatrium ; if 
localised pain, habitual constipation, the paaasge of filiform, 
coril-like, flattened, excavated, or otherwise marked ffficcs, 
with or without liiomorrliage, or any other sign or symptom, 
direct attention to this region ; carefully explore the rectum 
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to the sigmoid flexure by the introdoctioD of the rectum 
bougie, noting the amoaut and kind of resistance, if &ayi 
offered to its passage. 

, g 146. Inspect the external oriflce of the anus, noting 
whether it he fissured, lacerated, or ulcerated, whether 
abscess exists, or whether the mvicons membrane be protruded 
or prolapsed, with or without hemorrhoids (piles), warty 
excrescences and vegetations, abrasions, fissures, ulcerations, 
sloughB, cicatrices, fistulra, haemorrhagic esudation, cancerous 
or other growths. Note the particular form of the fieces 
passed (if in any way remarkable). Passthe index finger, pre- 
viously oiled, into the rectum : observe whether any con- 
striction or obstruction exists, ascertaining, if possible, ita 
vertical extent, thickness, hardness, mobility, or fixed cha- 
racter, whether attached to, or growing from, the rectal 
walls, or protruding into the cavity of the viscus from 
without. 

§ 147. Diseases of Liver, — Having determined whether 
the case bo, or have been, a pjrexial or an a-pyrcxial one, 
see g 6 to § 10, and whether any symptom or sign noticed in 
the preliminary examination, as, for instance, jaundice, bear 
specially on the liver ; inquire whether pain, heat, swelling, 
dyspnosa, sense of weight, heaviness, dragging, or constric- 
tion be, or have been, complained of, referrible to the hepatic 
region ; whether pain in the right shoulder or down the 
right arm be, or have been present 

§ 143. Inspect the right liypoohondriac region, and note 
whether any general or localised fulness, bnlging, fiatnesa, 
depression, tedematons or otlier swelling, be observable; 
whether there be any sulcus definable between the inferior 
borders of the ribs, and a tumefied projection in the lumbar 
region (hepatic sulcus from depressed liver, when paralysis 
of the diaphragam occurs in empyema, ami iii riiiht ala 
heconi.es convex dowmrards). -Obsurve whether there be any 
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pointing of deep-seated abscess, witb boggy feeling of india- 
tinct and deep Suctuation ; whether any nodulated or globu- 
lar irregularitiea of surface be perceptible. 

§ 149. Carefully explore tbe hypocbondrium by alternate 
palpation with the fingers of both hands. Note whether 
this region be hot, painful, or tender to the touch ; observe 
whether the surface be smooth and uniform to the hand, or 
nodulated, irregular, or presenting bossy elevations. When 
tlie abdominal parictes are completely relaxed, the edge of 
the liver can be often accurately defined, and in thin per- 
sons the fingers can even be partially insinuated behind the 
organ in this situation, the notch and projection of the gall- 
bladder being readily definable, especially if the latter be 
enlarged, thickened, indurated, or filled with gall-stones. 
By making a point (Tajipui, with pressure from behind by 
the left hand placed in the dorsal portion of the right lorn- 
bar region, the liver may be still more satisfactorily exa- 
mined ; the number, seat, size, density, and other characters 
of tumours in the organ, if any, may be often thus well 
defined. If any tumour can be thus isolated, note whether 
it present waving or pulsatile motion, fluctuation, a boggy 
feel, or a softened central part with or without depression, 
cancerous tumour (so-ealled Farre's tubercle). Palpate over 
the organ by a series of short, rapid, deep, vertical impres- 
sions of the fingers ; in this way the state of the surface can 
often be ascertained with precision, and ii' regularities, nodu- 
lated elevations, or the thickly set hobnail elevations of cir- 
rhosis detected. Hydatid cysts may likewise be often 
defined in a similar way. 

§ 150. The size of the liver may be best determined infe- 
riorty, and to the left, by careful palpation ; its superior or 
thoracic limits are only to be defined by careful percussion ; 
but the whole oi^an may bo explored in all its limits by 
percussion, graduated according to the parts examined, A 
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full, deep, t!eai3 tone (liepatic dulness) is elicited on the level 
of the eighth and uiiith ribs by bold and firm percussion 
strokes. Superiorly, it must be remembered that the organ 
is covered by the right ala of the diaphragam, and rises as 
high as the fourth intercostal space, and is overlapped, for 
some two or more inches, by thin interposed lung-tissue 
before and behind* With the alternate motions of descent 
and ascent of the diaphragm in inspiration and expiration, 
the seat of masimura dulnesa becomes alternately elevated 
and depressed. The following is Piony's definition of the 
limits of normal hepatic duloess; — "The superior limit of 
hepatic dulness (semi-dnlnesa) is situated at about two 
inches below the right nipple^ or on a hue wiUi the fifth rib ; 
its inferior border descends to the lower edges of the ribs. 
The vertical extent of hepatic dulne«s is two inches in the 
epigastrium, three inches in the right hvpochondrium, and 
four inches laterally and posteriorly" 

g 151. Auscultation over the liver is not usually attended 
with positive results. Communicated sounds from the lungs, 
stomach, or other viscera, are frequently audible. Friction 
sounds are occasionally audible when lymphy exudation is 
thrown out on the peritoneal surface. If pulsation be pre- 
sent in the left lobe, communicated ffttm an irritated aorta 
or aneurismal tumour, a soft miiromr, bruil de soufflet, or a 
rasping or filing sound, may be audible.f 



* I tbink the relative position of perts in this sitnation is best nnder- 
stood bf supposing an individual tu bo Iranaflxed by a sivorij in the 
fourth intercostal apaoe on the right »de ; lbs sword psBses Chrougll 
BUccesdveJy ttom before bscliwards ; the tntegaments, intercostal 
muscles, parietiil pleura, lung-substance, dinplin^^atic pleura, dia- 
phragrii, poritoneum, liver, poritoneucu, diflpbragm, diupbragmatio 
pleura, lung-tissue, parietal pleura, posterior intercoatals, integuments. 

t For the special diagnoais of Hepatic Disease, consult Dr. Bndd'a 
excellent work on the Liver. 
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g IfiS, Spleen. — In health, this tibcub, which is about 
three or four inches loDg and two to three inches wide, lies 
under cover of the left false ribs. By very careful and 
expert percussion, its limits may be defined ; it is not, Low- 
ever, to be detected by palpation, unless when more than 
Qsually superficial. In disease, I have known it to reach as 
iow down as the iliac fossa. If the preliminary history of 
the case indicate it, by reason of the patient having suffered 
from intermittent or remittent fever, or leucocythtemia, or 
cirrhosis of liver, explore the organ by careful palpation and 
percussion, and determine its vertical, transverse, and antero- 
posterior diameter. Carefully explore this viscua with the 
Btethoscope, and note whether any venous hum, or other 
murmur, be audible, 

g 153. Pancreas. — Exploi 
digital palpation in the umbilical a 
chondriac region. If definalile, nt 
nodulated, dense, of stony hardni 
or otherwise changed i 



whether it i 



s organ by careful, deep, 
ind part of the right hypo- 
B whether it be enlarged, 
} (scirrhus of pancreafi), 
r density ; wbether movable 



. pulsation from the 



aorta. 

§ \^i. Kidneys. — These organs a 
Inmbar regions, and unless wten they are greatly e 
present cancerous, hydatid or other tumours of considerable 
dimensions, or that one of them be movable and superficial, 
or that, on the other hand, the patient be extremely thin 
and emaciated, it is very difficult, if not impossible, to deter- 
mine tlieir actual condition by physical exploration, with any 
approach Xo accuracy. 

§ 156. Ascertain whether the case I 
pyrejtiftl or an a-pyrexial one (g 6 to g 18). In all cases of 
Buspected renal disease, determine previously the condition 
of the urinary secretion, according to directions in g 173, 
Inquire whether there be, or have been, rigors, nausea, 
0* 



s been. 
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vomiting, pain in the back or loins ; scanty, bloody, smoty, 
porter-liko, or otherwise discoloured nrinc, with or without 
deposit of noy kind, specifying what. Observe whether 
there he heat, tenderness, pain, redness, swelling, bulging, 
or falness, in the Inmhar regions ; note whether pressure ia 
this region causes pain or uneasiness in the part, or in the 
course of the ureter. Make counter-pressure from behind 
with one liand, as already directed, and with the fingers of 
the other make deep and careful palpation (avoiding unne- 
cessary force or violence) in the lumbar region in front, and 
observe whether the organ can be defined, and whether it 
be enlarged, nodalated, presenting tumours, impaction of 
calculi, or other discoverable abnormal state. 

§ 156. The horse-sLoe kidney may sometimes be detected 
by deep digital palpation. It ia that state of the organs 
in which the two become united by a bridge of renal sub- 
stance passing across the spine, and joining them by their 
inferior extremities. 

g T57. The movable kidney is that remarkable condition 
in which the rena! vessels and ureters are much elongated, 
and the organ being completely enveloped by peritoneum, 
except where the vessels enter, is placed free in the cavity 
of the abdomen, and is moved about by the accidental pres- 
sure of surrounding parts. It not uiifrequently comes to lie 
on tbc front of the abdominal aorta, receiving a pulsation 
which may be confounded with that of aneurism. Some 
patients seem to acquire or possess a certain voluntary power 
of changing the place of the organ when thus movable. 

g 158, Ureters. — These tubes may be explored in a direc- 
tion downwards and inwards, (rom the scat of the kidneys 
in the lumbar regions to the hypogastrium. Inquire whether 
tenderness, occasional persistent or periodic or spasniodio 
pain, with moderate or extreme saffuring, be felt in the 
course of these tubes. Explore the line of their direction by 
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careful, deep, digital palpation. Observe whether round, 
sacculated, or nodulated tubes, with senae of fluctuation from 
contained fluid, can be defined in the direction indicated, or 
whether a calcnIouB body can be felt in any part of their 

§ 169. Bladder^^The state of this viscus can be deter- 
mined by external physical exploration only when it is dis- 
tended with urine, and rises above the pubea. By careful 
digital palpation and percussion its dimensions can be defined 
when it is distended. In febrile and hysteric cases, and in 
those with paralytic lesion from cerebral or spinal disease, 
never omit to explore daily the state of the bladder, and rely 
on no one's representations that the patient has passed a 
sufficient quantity of water ; it is necessary to bave ocular 
proof of the fact, and also to examine the bladder by pal- 
pation and percussion. The organ ntay be distended tilt 
paralysed, and yet a small quantity of water may dribble 
away daily. 

g 180, The special diagnosis of the following distinct 
forms of renal disease is to be made chiefly from the study 
of the characters presented by the urine : — Acute and chro- 
nic desquamative nephritis ; Waxy and fatty states of the 
kidney ; Granular disease of the kidney ; Brighl's disease 
properly so called ; also Suppurative nephiitis from external 
violence, retention of urine, or calculi in the kidney. Cysts, 
hydatids, cancer, tnbcrclc, and other such diseases of the 
kidney, <tt:pcnd chiefly for their diagnosis on thoir present- 
ing some of the characters of tumoura. 

The following summary view of the chief symptoms and 
signs of the more important renal diseases will be usefdl to 
the student. 

§ 161. Acute DBsauAMATiVB Nepuritis. — Chilliness, 
rigors, pain in the back and loins, with more or less well 
pronounced febrile reaction, and the development of a 
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laarked pyreKial state, form ttie chiof and most usual clini- 
cal features of tLe case ; nausea, with or without vomiting, 
early developed] pallor and pufBucss of the face, with more 
or less of general anasarca, are soon superadded ; they are 
present in some instances almost from the commencement! 
State of the urine. — The urine is usually scanty, high- 
coloured, smoky, porter-like, or deep blood-red. It is highly 
albuminons to heat and nitric acid ; its specific gravity is 
not materially altered {1020 to 1025). On microKOpic 
examination, which should be made daily and with the 
utmost care, there arc usually found fibrinoas casts and 
moulds of the nriniferous tubules, with included cells of 
renal epithelium, nuclei, and granular matter ; blootl-cor- 
pnscles, free and entangled in casts, are also present ; the 
epithelial casts are very characteristic. This form of renal 
disease is of frequent occurrence in counesion with Scarla- 
tina, and in this disease t)ic urine ehonld be daily examined 
for the above appearances, even when no ceduma is noticed. 
§ 162. Chronic Desquamative Nkphritib. — This form 
of affection is often latent, and insidious in its mode of 
invasion ; there are gradual loss of strength, emaciation, and 
blanching of the surface ; nausea, water-brash, and vomiting 
are not infrequent; there is occasionally epistaxis ; noctur- 
nal and freqncnt daily mictnrition are observed ; puffing of 
the face and anasarca of the lower extremities frequently 
occur, but dropsy is not neceasarily present at the outset. 
Coma, epileptoid convulsions, hemiplegia, occur towards the 
end. Stale of the wriVie.— Fine, dust-like deposit in the 
nrine, consisting of epithelial casts ; the epithelial cells are 
mottled and granular ; urine not necessarily albuminous at 
first, but permanently so in the late stages, increased ia 
quantity, of low specific gravity {1006 to 1012), occasionally 
exhibiting deposits of litliates and oxalates. This affection 
is clinically associated with the gouty diathesis ; there ia 
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I of urea, and men. is found in tlie blood 
scrum, and it is occasionally voided by the intestines. 

§ Ifia. Waxy, Lardaceol-s, and Fatty Kibnet. — With 
general bistory and clinical symptoms Boniewbat similar to 
those of the cbronic desquamative ncpbritis, these nSections 
are chiefly to be distinguished from it by the presence of 
waxy or oily granular casts in the nrine, and by the ten- 
dency of the cases to a fatal issue. 

§ 164. Grandi.ar Kidney, or Brioht's Disease. — This 
very important disease is often insidious iu its progress, and 
presents but ill-defined symptoms till the renal affection ia 
fnlly and irretrievably established ; tedema commences about 
the face, and spreads thence. The urine is usually less 
copious than natural, but it is variable in quantity. Some- 
times it is exceedingly scanty; its specifi.c gravity is low, 
1005 to 1016, generally under 1020; it contains albumen 
in large, but variable quantities, while the urea and solids 
are diminished ; a peculiar destruction of the colouring mat- 
ter of the blood takes place, so that the patient assumes a 
waiiy yellowish white and somewhat cadaveric hue. The 
retention of urea in the system produces a tendency to coma 
and convulsions ; dyspeptic symptoms, with nausea and 
vomiting, are frequent, and there ia a marked liability to 
low secondary inflammations of the serous membranes, and 
to the production of bronchitis, pneumonia, and diseases of 
the heart, liver, and brain. 

§ 165. In the diagnosis of renal diseases it is of the last 
importance to ascertain whether the symptoms of albumi- 
nuria he of recent occurrence, its amount and persistence, or 
temporary character, and the diminution or suppre^ion of 
the (iinction of excreting urea. Note whether the urine ia 
of natural, high or low specific gravity ; whether it ia clear 
and free from sediment, or whether it deposits morbid mate- 
rials, and what is the nature of such deposits ; whether tube 
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casts exist, and wliether they are composed of blood, fibrin, 
epithelial cells, and nuclei, waxy or oily granular matter, 
and whether the presence of fatty, waxy, or oily granules is 
an occasional or a conetant phenomeooa ; also whether pus 
be present or not. 

§ 166. Passage of UrinaTy Calculi. — -Fita of severe spas- 
modic paiD, with nausea, vomiting, ajncopo, painftil retrac- 
tion of the creraaster, shooting pains in the line of the 
ureters, indicate the passage of a calculus from the kidney, 
tlirougli the ureter to the bladder. The antecedent or coin- 
cident symptoms of the litbic, oxalic, or phosphaitc diathesis, 
with a chemical and microscopical eJtamination of the urine, 
will assist in forming an opinion as to the nature of the 
calculus. 

§ 167. Diabetes. — Wasting, debility, hectic, emptiness and 
sinking at the stomach witli sensations of hunger, chilliness 
of the surface with a furfuracjions or branny state of the 
skin, aching in the loins and legs, aversion to exercise, loss 
of virility, flatulence, acid eructations and costiveness, apon- 
giness of the gums, looseness of the teeth, a faint odour like 
apples on the breath, dimness of vision, a feeble, oblivions 
and vacillating state of the mind, constitute the main fea- 
tures of this singular disease, the chief pathological character 
of which is the excretion of lai^e quantities of sugar in the 
urine, this fluid itself being in unusual abundance, and hav- 
ing a greatly increased specific gravity. The quantity of 
urine lias been known to reach 40 pints per day, and in an 
extreme case 200 pints, while the specific gravity reachea 
1040, 1050, and even 1060. For tie detection of sugar, 
■ee g 163. 



URINE.— CLINICAL EXAMINATION OF THIS FLUID. 

§ 168. For practical clinical purposes, the urine TOust be 
considered under two distinct Leads, viz. (a.) as the channel 
through which, independently of any ftlturation in the renal 
apparatns, increased elimination of cxcrcmentitious products 
from the system takes place, in connexion with, and as the 
result and exponent of, increased metamorphosis of tissue in 
the whole economy, or in any special part of it ; and (6.) as 
the exponent of diseased processes, having their seat prima- 
rily, if not exclusively, in the renal apparatus, 

§ 169. The following summary of the constituents of 
healthy nrine will be useful for reference and comparison : — 

Hbalteit Urisb. — The reaction is acid (reddens litmns- 
paper). The normal quantity is 30, 40, to 50 oa. daily; the 
specific gravity of the urtno potus, or that after drinking 
water or other fluid, is 1003 to 1009 ; of the urina chijli, or 
that after a meal, 1030 ; of the urina santfuinia, or that 
after a night's rest, 1015 to 1025; the healthy average 
specific gravity is 1020. (Proot.) Tlie average amount of 
solids excreted daily by the urine in health may be esti- 
mated nt between 600 and 700 grains. From the very 
convenient table calculated byDr.GoIding Bird, the amount 
of solids to the ounce of urine may be known approximately 
from the last two figures of the number which represents 
the specific gravity of the fluid. Thus, for all specimens of 
urine between the specific gravities of 1010 and 1040, the 
last two figures indicate very nearly the exact amount of 
solids to the ounce, i.e. if the nrine have a specific gravity 
of lOlS, 1020, 1024, the amount of solids to tlie ounce will 
be 16, 20, and 24 grains respectively : from 1025 np, the 
quantity of solids per ounce is from 1 to 3 grains more than 
the last two figures of the specific gravity. 
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§ 170. The following ia a classified Rrrangcmetit of the 
corstitUDnts of norma! urine (Goldiiig Bird) ;^ 

I. Organic Products.^ 1st, Ingredientt ike resTilt of de- 
gtrvcUve melamorpkosin of the tieauea taken up hy the blood, 
and excreted from thi* fluid iy the action of the Hdneys, v\z. 
urea, uric acid, creatine, creatinine, colonring and odorona , 
principles. 

2nd. Ingredients derived principally from th»food durinff 
the process of assimilation, viz. in. addition to those last men- 
tioned, hippuric acid, lactic acid, accidental conatituents. 

II. Inorganic Products, — 3rd. Saline combinations s^m- 
ratedfrom the hlood and derived from iA</(wd, viz. sulphates, 
pbosphatea, chloride of sodiiini, and all Golublo salts taken 
with the food, and often undergoing decomposition in the 
B J stem, 

4th. Saline combinations taken upfi-otn the tissues during 
the process of destructive metamorpkosii, viz. sulphates and 



III. Ingredienta derived from the Urinary Passages, viz. 
Stji, mucuB of the bladder ; 6th, debris of epithelium ; 7th, 
phosphate of lime. 

]■ § 171. The accompanying analysis by Becqnerel may be 
regarded as pretty accurately representing the mean compo- 
sition of healthy urine : — 

Specific gravltj lOlT'Ol 

Quantity of Water .... 971935 in 1000 pari 
Solid constituents being . 28-066 

Urea , ' . . 12102 

Uric acid , . . 0-398 

Other organic mattera 8-617 
Fixed Salts being . . 6-919 

CliloriDB , . . 002 

Snlpiiuric acid . . B5S 

Pbosplioric add . 0-311 

Potaah , . . 1-300 

Soda, linw, na^eaia 3 '944 



lo: 



The total quantities of eaeli of tlie principal ingredients 
excreted by tlie urine in 24 hours in a hcaltliy man, are as 
folJows: — Urea, about 270 grains, or more than half an 
ounce ; arie acid, somewhat more than 8 grains ; chlorine, 
over 10 grains ; sulphuric acid, more than 17 grains ; phos- 
phoric acid, over fl grains ; aad of soda, lime, magnesia, and 
potassa, somewhat over 106 grains ; bvit, as tbere is a con- 
siderable range within the limits of health, it is to be under- 
stood that some variation may occur in these quantities 
without actnal disease being supposed to esist. Now the 
urine becomes the channel of increased climinative action, 
i.e. of increased excretion of solids, in all cases in which 
increased metamorphosis of the tissues is induced in the 
system, unless when these excrementitious products are acci- 
dentally carried off by some other emunctory, or detained in 
the blood, or deposited in various situations within the body. 
1 172. All pyrexial states, whether febrile or inflammatory, 
are attended by incrcase<l metamorphosis, that is, increased 
destructive assimilation, or consumption, and removal of 
tissue-elements, which, as cscrementitious products, ought, 
and do generally, in greater part, find their way into the 
urinary secretion. Thus it is that we have tho quantities of 
urea, uric acid, colouring matter, creatine, chlorides, sulphates 
or phosphates, all or singly, increased in pyrexial states of 
the system. And this, though a patbological process, is so 
(ai a salutary one, and must not bo confounded with a dis- 
eased state of the nrina y oc et on tselt ; on the contrary, 
tlie retention of these exc eme it us j oducta in the system 
during the course of pyrei al d a ase and their non-excretion 
by the kidneys, constitute an n portant derangement in the 
general pathological pro ess and a se ous element of addi- 
tional disease. Tocxan ne and eco ddaily tbe state of tho 
urinary secretion, note its quantity, colour, reaction, specific 
gravity, and the presence or absence of cloud or Bodimeut, 
10 
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with its diatioctive characters, forms tlierefore an indispensa- 
ble part of the physicians routine ol duly at eTcry clinical 

§ 173, Tlie following classified view of the chief patho- 
logical states of the urinary secretion will be found at once 
eimple and useful for clinical purposes : — 

A. States of the urine in which, without accompanying 
renal disease, there is increase, diminution, or total suppres- 
sion of the ordinary excrementitious products, viz. urea, uric 
acid, urate of ammonia or soda, colouring matters, the 
chlorides, sulphates, or phosphates, as happens in pyrexial 
states, whether feLrile or inflEiinmatory ; also in cases with 
sapprcssion of the action of other excretory channels, as the 
akin, lungs, or l>owels, and (in case of increased excretion) 
from un assimilated ingesta. 

B. States in which, without accompanying renal disease, 
there is an excretion hy the kidneys of matters not foiming 
constituents of the healthy urine, as when in diabetes melli- 
tus sugar passes off in the urine, constituting glucosurea ; 
in hepatic disease, when the elements of the bile are found 
in the urine. 

C. States in which, leiih accompanying renal disease, 
there is a diminution in the amount of certain elements 
normally excreted by the urine, with or without the con- 
temporaneous excretion of physiological elements, not found 
in healthy urine, and which ought to be retained in the sys- 
tem ; for eiiample, diminution in the quantity of nrea ornric 
acid, with or without the presence of blood, albumen, or 
fibrin e. 

P. States of the urine in which, with or without accom- 
panying rena! disease, there is an excretion of norma! or 
abnormal elements not soluble in the urine when it cools, 
and constituting urinary deposits which may he thus classi- 
fied, viz. 



1. Depoaits, moru or less organised, and capable of assum- 

ing definite crj'stalline fomis : Lamely, Uric Acid, and 
the Urates of Ammonia, Soda, or Potash, Uric 
Oxide, Oxalate of Lime, Oxalurate of Lime, Cystine. 

2. Depoaita mostly of inoi^anic origin : namely, Phosphate 

of Lime, Ammonio-pbosphate of Magneaia, Carbo- 
nate of Lime, Silicic Acid. 

3. Depoaita of highly coloured elements : namely, Purpu- 

rine (Mufexide), Cjanourine, Melanourine, Pmsaian 
Blue. 

4. Deposits of non-crystalline elements : namely. Blood, 

Pus, Mucus, Organic Globules, Epithelium, Epithelial 
Casta of Uriniferous Tubules ; Fibrinous, Fatty or 
Oily Caste, with or without embedded epithelial ele- 
ments, as nuclei and cells from walla of renal tnbules ; 
Spermatozoa, Milk, Fatty Matter, Urostealith. 

5. Elements developed in urine undergoing decomposition ; 

as, Vibriones and other Infusoria, various species of 
Confervas, Toriilie, &a. 

e. Gravel or calculi of various kinds : as, Uric Acid, 
Oxalic Acid, Phosphates. 

7. Various extraneous matters : as, Sarcinte, hairs, starch 
corpnsclea of various kinds, testa of wheat, portions 
of feathers, cotton and flax fibres, particles of deal- 
shavingB (with the characteristic pores of the Goni- 

g 174. Having noted the clinical characters of the case 
(see § to § 10), ascertain the quantity of urine in ounces 
and drachms passed daily (i. e.'in twenty-four hours), and 
the period at which the specimen to be examined was passed ; 
note the colour, smell, specific gravity, reaction on litmus- 
paper (blue and red), and the presence or absence of irides- 
cent surface pellicle, opacity, cloud, milkincss, or sediment. 
Many valuable indications mn.j be obtained from the specific 



1 
I 



HOSPITAL PEACnCE. 



grarity alone. Thus in urine passed after a niglit'a rest 
(nrina Bangiiinia), or an average specimen of the twenty-four 
hoars, n specific gravity of or under 1005 to 1010, may b 
taken to indicate almost certainly the presence of serious 
organic disease of the kidney, the excretion of urea being ' 
(liminiBhed or suppressed, aiid the presence of albuminuria 
may bo suspected and generally demonstrated fay the addi- 
tion of a few drops of nitric acid or the application of heat, 
or both. A specific gravity of 103C to 1040, and upwards, 
indicates almost equally anrelj (in an average spocimen of 
the secretion of twenty-four hours) the presence of sugar in 
the urine, or the condition constituting glncosurea, the moat 
prominent symptom of diabetes mellitus ; great excess of 
urea will also increase the specific gravity considerably. 
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g ll5. Urea. — If a drachm of urine be carefully evaporated 
to half in a watch-glass, and about half a draebm of nitric 
acid, free from nitrous acid, be added, irregular rhomboidal 
crystals of nitrate of urea will be thrown down, commencing 
in delicate feathering crystallisation round the edge of the 
g1»ss ; the process may be expedited by placing the watch- 
glass, after pailial evaporation of tho urine, on a cold sur- 
face or in a freezing mixture. The quantity of urea may be 
most readily estimated by the volumetric method, bat if the 
solutions and apparatus for this process be not at hand, the 
following plan may ho adopted : — 

§ 176. In a weighed porcelain dish slowly evaporate 1000 
grains of urine on a water-bath, and aflerwarda in a hot-water 
oven. When it ceases to lose weight, warm the residue with 
two or three auccossivc quantities (iialf an onnce each time) 
of alcohol (sp. gr. 833) ; evaporate this alcoholic solution to 
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dryness on a water-bath ; dissolve what remains in a small 
quantity of lukewarm distilled water, and add ponnded 
oxalic acid till no more will dissolve : the urea is now coa- 
verted into oxalate of urea which crystallises out as the solu- 
tion cools ; the crystals may be collected on filtering-paper, 
and washed with cold distilled water. Save the washings, 
and collect any crystals deposited from them; dissolve in 
warm water all the crystals thus procured ; digest the solu- 
tion for a few hours with poanded carhonato of lime, at a 
temperature of 100° Fahr.; the carbonic acid will escape by 
effervescence, and an insoluble oxalate of lime will fall to the 
bottom ; the urea remains in solution, and may be separated 
by filtration, evaporated to dryness on a water-hath in a 
weighed capsule, and when dry its weight can be readily 
ascertained. We thus have the quantity of urea in 1000 
grains of urine, from which the total qnantity excretfid per 
diem may he readily estimated, if the qnantity of urine 
passed in the twenty-four hours bo known. 

§ 177. Uric Acid. — The quantity of uric acid may be 
estimated with approximate accuracy. Observe whether a 
reddish brown tint be produced on the addition of a. few 
drops of nitric acid to the urine. TJric acid sediment is 
insoluble in diSnte hydrochloric and acetic acid, readily so 
in potash. If uric acid be in excess a small quantity of the 
urine treated with nitric acid, and after evaporation, when 
cold, with a few drops of ammonia, gives a beautiful purple 
and then pink colour from the development of murexide. 
If any deposit he present in the specimen, examine a small 
portion of it under the micro&cope with a good quarter-inch 
lens. Uric acid, if present, will berecognised by its square, 
oblong, tabular, colourless, or fawn-yellow, or reddish-brown 
crj-stals. "Urate of ammonia will be known by its solubility 
when the urine is heated ; and by presenting on the urine 
cooling, whitish, yellowish, fawn-coloured, brick-dust, or pinlt- 
10* 
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red sediment to the naked eye, and innumoralile splierical 
molecules and an amorpLoua powder under the microscope ; 
BpiuuJated spherules of siiperarate of ammonia or aoda will 
be sometimes seen. 

§ 178. When no spontaneons deposit of uric acid ia pre- 
sent, the quantity in lOtiO grains of urine may be thus 
estiQiated, Evaporate to dryness over a water-bath 1000 
grains of filtered urine ; treat the residue with dilute hydro- 
chloric acid, Bud subsequently with alcohol ; filter and dry 
the residue after these washings, at a temperature of 212° 
and weigh : the quantity of uric acid in thus directly found. 

g ITS. In urine depositing nric acid, or urate of ammonia, 
the total quantity present, dissolved and in sediment, can be 
known as follows : — Add hydrochloric acid to the whole 
quantity passed at any given time, till the urine is smartly 
acid ; filter it, and wash the residue on tJie filter with alcohol, 
then evaporate it to dryness; weigh, and the total quautity 
of uric acid ia the specimen will be thus approiiraately 
found. 

§ 180. Take any known quantity of urino, as an ounce or 
1000 grains; mix it well with a small quantity of finely 
powdered charcoal, and filter, Kvaporate the filtered urine 
to dryness (taking care not to ehar it by excessive heat) ; 
from the dry residuum dissolve out the urea by digestion 
and repeated washings with alcohol. (Treat this alcoholic 
solution as iu § 176, for estimation of the urea.) Dissolve 
the residuum, after removal of the urea by alcohol, io 
lukewarm distilled water, and divide this aqueous solution 
into four parts, and mark them I, 2, 3, 4, From part No. 1 
precipitate the uric acid by adding hydrociiloric acid ; collect 
the uric acid on a filter and weigh it From the residual 
acid solution precipitate the earthy phosphates by supersa- 
tnration with ammonia, collect them on a filter, and, after 
ignition, weigh them. Acidulate part No. 2 with nitric acid, 



and precipitate its chlorides by nitrate of silver ; collect the 
white fioceulent deposit on a filter, wash and weigh it. To 
No. 3 add a small cjuantitj of hydrochloric acid, and by 
Biipersatnratiou with ammonia precipitate the earthy phos- 
phates, which may he ignited and weighed. To part No. 4 
add chloride of barinm ; collect, wash, dry, and weigh the 
precipitated sulphate of baryta, from which the sulphuric 
acid may be calculated. 

§ 181. Albumen. — As already mentioned, the presence 
of albumen in the \irine may be determined by adding nitric 
acid, which throws down a white flocculent deposit. It is coa- 
gulated by heat at a temperature of 160° ; but when diluted, 
as in urine, requires a heat near the boiling point; it is 
usually well to apply both reagents successively, as a white 
deposit of nitrate of ammonia, soluble by heat, is £0100- 
times thrown down oa tlie addition of nitric acid, and heat 
causesa precipitate of earthy phosphates soluble in nitric acid, 

§ 182. Boil one ounce, or 1000 grains, of urine, in which 
the albumen has been precipitated by nitric acid ; filter and 
collect the coagnlated albumen on a weighed filter, wash it 
well with distilled water acidulated with nitric acid, dry it 
by gentle anil slow evaporation, and weigh. The result is 
the amount of albumen present in one ounce, or 1000 grains. 
This ia not a strictly accurate proceps, but will readily an- 
swer for daily clinical examinations, 

§ 183. Sugar. — The presence of sugar may be suspected 
iu all specimens of urine with a specific gravity up to and 
above 1040 ; if kept for any time it evolves a melassic smell, 
attracts flies, generates toriila), recognisable under the mi> 
croBcopc, and sugar crystallises out from any drops of it 
which fall in situations where they are allowed to evaporate 
undisturbed. Take one ounce or 1000 grains of the unne; 
evaporate it to di'yness on a water-bath ; treat it with dilute 
alcohol, filter, and allow it to crystallise in a cool place ; and, 
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after one or two days, abundant cauliflower- like crystals of 
grape-flugar will be formed, wliicli may be weighed directly. 
The polariscopo is, however, the surest and most expeditious 
meaiiB of estimating the quantity of sugar in urine, or any 
such fluid. 

The presence of Bugar may be more certainly determined 
by the following tests — 

§ 184, Potash, or Moore's Tent. Boil equal quantities 
of urine and liquor potassie ; a rich brownish colour is soon 
produced if sugar be present, and the well-known smell of 
caramel, or burned sugar odour, is evolved. 

§ 185. CapezzuolVs Teet. Add a few grains of blue hy- 
drated oxide of copper to urine, and then a small quantity 
of potash ; a reddish colour is produced, which passes into 
yellow in about four hours. 

I 186. Maumene's Text. Prepare some white merino 
by steeping it in bichloride of tin ; a deep brownish spot or 
stain is produced when it is dipped in diabetic urine and 
heated, 

g 187. TrommerU Test On boiling urine with sulphate 
of copper and potash, the red suboxide of copper falls to the 
bottom, reduced by the action of the sugar. 

% 188. PeitenJcofer's Test depends on the production of a 
violet colour, when bile and sulphuric acid are added to 
urine containing sugar. 

I 188, BarreawiCs Fluid. The cupro-potassic solution 
of Burreswil produces, when boiled with diabetic urine, a 
deposit of the fawn-coloured suboxide of copper. 

g 190. Fermentation Test. A small quantity of yeaat 
added to diabetic urine causes fermentation and the produc- 
tion of carbonic acid ; if the experiment be coudncted on a 
known weight of urine, and in a suitably graduated bottle, 
the amount of carbonic acid produced enables us to deter- 
mine the quantity of sugar present. 
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§ 131. Sile. — Iride»eent Test, The presence of bile may 
be detected ae follows: place a. Bmnll quantity of urine, in a 
Tcry thin stratnin, on a clean wliite plate ; add a drop or 
two of nitric aciJ, allowing it to flow gradually towards and 
into the nrino; pale^een, violet, pink, and yellow colours, 
with a beautiful iridescent effect, are rapidly and successively 
produced. 

§ 192. Seller's Test. Add a small quantity of blood- 
serum, or white of egg, to the suspected urine. Shake 
these well togetber, and add a small quantity of nitric acid ; 
if bile is present the coaguluin thrown down will have some- 
what of a dull green or bluish colour. 

§ 193. Pettenkofer'i Test. Remove any albumen, if pre- 
sent, by coagulation. To a small quantity of the urine add 
two-thirds of sulphuric acid drop by drop ; then add a grain 
or two of sugar, or a drop of eyrup; shake the mixture and 
let it stand for a few minutes, when, if bile be present, an 
intense red colour with a tinge of violet will be produced. 

§ 194. Urinarv Deposits. — The various forms of urinary 
deposits are most readily and easily recognised by their 
microscopic characters. 

§ 195. Urate of Ammonia. — Urine depositing urate of 
ammonia is acid in reaction, variable in specific gravity, 
1012 to 1030; it maybe amber in colour, or brownish, 
reddish brown, or more or less fawn-coloured : the deposit 
iteelf maj be white, pale, fawn-coloured, like red brick-dust 
{Isttntious), or even bright pink, staining the vessel into 
whitli the urine is passed of a bright pink colour, from 
excess of pnrpurinc or raureside. The dejiosit of urate of 
ammonia takes place only when the urine has cooled, and 
it disappears with the greatest readiness on the application 
of heat; liquor ammonite and liquor potassLB dissolve depo- 
sila of urate of ammonia, but render the urine slightly turbid 
from precipitation of the earthy phosphates. If a drop of 
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the urine be placed under the microscope, the 'leposit is 
seen to consist of innumerable minute spherules, sometitneB 
adhering together so as to form little iDoniliforin or bead- 
like threads ; cr}'stals of uric a.cid will be occasionally found 
mixed up with the urate of ammonia, especially if the urine 
Lave been kept for any time. If a small quantity of hydro- 
chloric or nitric acid be added to a specimen of the urine 
while warm, it will he found on cooling to present nnder 
the microscope innumerable crystals of uric acid. 

§ 198. Uric Acid. — The urine is usually of a deep amber, 
brownish, or reddish -brown tint; it reddens litmus paper, 
and has generally a specific gravity above 1020. The uric 
acid occasionally exists as an iridescent pellicle on the snr- 
face of the nrino ; if in large excess it is partially deposited 
when the urine cools, but some of the acid generally remains 
in solution till a small quantity of hydrochloric acid be 
added. 

§ 197. Urine suspected to contain uric acid in excess may 
be allowed to rest in a tall glass vessel after adding a few 
drops of hydrochloric acid ; after a few hours the supernatant 
fiuid may be decanted, when a portion of the abundant 
deposit of uric crystals may be examined under the micro- 
Bcope. 

§ 198. The size, form, and colour of uric acid crystals 
seem to be very variable. They are at times white (always 
BO when chemically pure), sometimes fawn-yellow, occasion- 
ally of a reddish-brown or orange-tint. The characteristic 
form is that of a loKcnge-shaped crystal (modification of the 
rhombic prism), but any of the following shapes may occnr: 
larger or smaller square or cubical tables ; oblong plates with 
fissured ends, and with or without striated lines within; 
oblong thick prisms adhering together in variously d 
clusters; triangular prisms adhering to a thread, hair, 
minute filament of any kind ; navicular or boat-shaped c 
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tals ; very large, ttiicl, irregiilarty square, or cubical crystals, 
sometimes prolonged iuto obeliskoid masses. These crystals 
H,rc sometimes so large as to l)e visible to the naked eye, 
and when of an orange-red colour the urine seema to con- 
tain granular masses of red pepper. 

§ 199. Purpurine (Murexidt). — The quantity of pink or 
reddish colouring matter present in the nrine is soractimes 
such as to give this fluid an appearance of blood being 
mixed with it. It is always associated with urate of ammo- 
nia. Purpurine is soluble in alcohol, and may be separated 
from a deposit containing it by digestion with alcohol ; the 
addition of Itydrochloric acid and ammonia to urine contain- 
ing purpurine, produces a beautifiil pinkish -purple colour, 

g 200. Cyntine. — " This substance, when present in the 
urine, is a nearly white or pale fawn -coloured pulverulent depo- 
sit, much resembling the pale variety of urate of ammonia ;" 
the urine ia always turbid when emitted. The (ieposit of 
cystine is readily soluble in ammonia and the fixed alkalies, 
potash and soda and their carbonates, but not in carbonato 
of ammonia ; it is insoluble in very dihite hydrochloric acid 
and strong acetic acid, and does not disappear as urate of 
ammonia does when the urine is heated. Crystals of cystine 
may be recognised under the microscope aa six-sided lamiufe. 
Urine containing this deposit is usually of lower specific 
gravity than natural. 

§ 201. Oxalate of Lime. — Cases presenting hypochondri- 
asis, melancholy, emaciation, lassitude, and other obscure 
phenomena of ill health withoat discoverable organic disease, 
will often he found to exhibit a deposit of oxalate of lime in 
the urine, which is araber-coLoured, little if at all abnormal 
in appearance, reaction, or specific gravity. An excess of 
urea or uric acid is occasionally present, hut this is not a 
necessary condition. 

Allow the suspected urine to rest in a tall glass vesser 
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and after some time decant it carefiilly, reserving the very 
lowest stratuin, wliicli may t>e heateii in a watch-glass ; this 
will dissolve any urate of ammonia that may be present, and 
precipitate the crystals of oxalate of lime. Under the mi- 
croscope (D, 500) ininnte octohedral crystals will bo 
observed, thev appear like little bodies marked with a very 
distinct and regnlar cross ; occasionally the deposit of ra»- 
Ute of lime assumes the appearance of minute dnmb-bell- 
sbaped bodies. 

I 202, Earthy Phosphates. — rnless these salts are in 
eiicesa, the nrine is not necessarily alkaline ; if present for a 
considerable time the urine is generally pale, copious, and 
of low specific gravity ', phosphates may appear in the urine 
as an occasional deposit (after eating lai^ely cf bread, Gold- 
ingBird); the urine is sometimes brown in colour, fee tid, 
and containing ropy mucus. The following are the salts 
most commonly present: the ammonio-phosphate of soda, 
ammonio-phosphate of magnesia, phosphate of lime. De- 
posits of the phosphates arc white, soluble in dilute hydro- 
chloric acid, and insoluble in ammonia and liquor polassse; 
they are unaltered hy heat. 

Under the microscope the neutral triple phosphates 
present well -deli ned and large prisms; stellar crystallisation 
of them is occasionally to be observed; penniform, feather- 
shaped, and leaf-like crystals are likewise occasionally met 
with ; phosphate of lime and carbonate of lime have veiy 
indistinct and ill-defined microscopic characters. Alkaline 
urine depositing earthy phosphaloa in more or less aban- 
dance occurs in connexion with spinal disease. 

§ 203. Such extraneous matters ss blood, rauens, epi- 
thelium, organic globules, torulfe, sareinffi, confervoid bod 
vibriones, and spermatoToa, are readily to be distinguished l 
, under the microscope by the well-defined charaetere of 
their several histological elements; tbcy will be better 



umterstood from actual inspection, or the examination of 
good plates, than from any verbal deaci'iption. 

§ 204. 9. Statb of TH8 CoTiNEoca Ststbm. — Under 
this head is comprised the special diagnosis of the various 
classes of skin diseases; but within the limits of the 
present work it will not be possible to do more than give 
a brief general ontlino of the essential pathological con- 
ditions of cutaneous diseases. At p. 14 will be found a 
simple and compreliensivc classification of skin diseases. 

§ 205. Some of the following primary pathological con- 
ditions may be recognised in the majority of cases of skin 
disease with which we Lave ordinarily to deal in practice : 
exanthema, a rash; veaieula, a vesicle; biilla,A hhh; pustula, 
a postnlo ; papula, a papule ; squama, a scale ; tuberealum, 
a tubercle ; macula, a stain ; purpura, a purple spot. 

§ 200. (1.) Exanthemata (Rashes). — Affections present- 
ing variously formed, irregular- sized, superficial red patches, 
which disappear on pressure, but reappear when the pres- 
sure is removed, and eventually terminate in dcstjuamatioD. 
The diseases of this class are all attended with pyrexia, 
some U> a very marked degree, as scarlatina and erysipelas. 
The exanthemata eornprise scarlatina, morbilli, rubeola, ery- 
thema, erysipelas, roseola, urticaria. 

§ 207. (2.) Vesieult (Vesicular diseases).— Affections 
presenting small acuminated or rounded elevations of the 
ooticle containing lymphy serum, which is at first clear and 
colourless, but afterwards becomes turbid, opaque, or pcarl- 
colourcd ; they are succeeded by scurf, or laminated scales. 
Mort of these affections are attended by pyrexia. The 
vesicals comprise eczema, herpes, scabies, miliaria, vsri- 
colla. 

§ 208. (3.) Bailee (BlebB).— These affections present 

6/«I>3, or very lai^ vesicles, with a clear and usually traua- 

11 
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parent fluid. BuJla comprise pempbigaa, pompLoIis, and 
rupia. 

§ 209. (4.) Puatulce (Pustular Uiseaaea).— Affections 
presenting numerous minute, somewhat spherical, elefatjona 
of the cuticle containing pus ; two varietiea of pustule are 
recognised : one, the pklyzacium, or pustule raised on a 
bard, circular, inflamed base ; the other, psydrarium, 
smaller and without sui'rouDding iaflammntion. Several 
but not all the diseases of this group present well-marked 
pyrexia. 

Pustulte comprise variola, vaccinia, ecthyma, impetigo, 
acre, mcntagra, porrigo, equinia. 

§210. (5.) Papula (Papular diseases.) — A fi'ectiona pre- 
senting a small, solid, flattened, rounded, or pointed eleva- 
tion of the cuticle, generally of a reddish aspect, and per- 
ceptible to the finger passed gently over the surface; they 
arc sometimes, but not always, attended with pyrexia. 

Papulse comprise lichen, prurigo. 

§ 211. (6.) Squamce (Scaly diseases). — Affections pre- 
senting numerous detached, scaly, thickened, whitish and 
opaque laminte of cuticle, consisting of many flattened 
epithelial cells aggregated together, and coveiing large or 
small red elevations of the skin. They are usually very 
chronic diseases, and seldom attended with pyrexia. 

Sqnamie comprise psoriasis^, pityriasis, ichdiyosis, 

g 212. (7.) Tuhercula {Tubercular diseases).— Affections 
presenting at the outset small, hard, at first indolent, eleva- 
tions of the cuticle and derma, subsequently ulcerating, 
suppurating, and often attended with very great destruction 
of parts. They are very chronic, and seldom pyrexial, 
except as the result of inflammatory action set up in the 
neighbourhood of tiie ulcerated parts. 

Tubercula compriec lepra tuberculosa, lupus, mollnscnm, 
frambaisia, clieloidea. 
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§ 213, (8.) Maculce (Diseases presenting stains or 
marks), — Affections exhibiting permanent discoloration of 
the skin ; they are chronic and a-pyrexial. 

Maciilie comprise lentigo, ephelides, nsvi, and vitiligo. 

§ 214. (9.) Purpura (Purpuric diseases, the Purples). 
— Affections presenting minute scattered spots, or distinct 
patclies, or large surfaces of a more or less dark or livid 
purple tint, persistent and "not disappearing on pressure, 
attended with low states of the system, nod oft«n associated 
with similar spots on the mucous and serous surfaces. This 
class of affections is often pyrexial — sometimes epidemic 
(especially in Ireland). 

Purpura comprises purpura hemorrhagica, purpura 
.imple,. 

I 215. It is to be observed that scarlatina, morbjlli, 
rnbeoln, variola (and vaccinia?), though often classed as 
skin diseaaea, belong more properly to the third group of 
fevers, viz. the Eruptive fevers. 

§ 216. The more rare forms of skin diseases, as pellagra, 
radesyge, and the several varieties of leprosy and elephan- 
tiasis, we shall not further notice in this place. 

§ 217. Dermatapki/ta, — Under this head it has been at- 
tempted to gronp those cutaneous affecliona which present 
the common, if not ess4:i)tial, character of miinite crypto- 
gamic growths variously interspersed with elements of the 
norma] skin, and with certain pathological products, as pus, 
ichor, &c. The diseases in which the constant presence of 
a minute cryptogamic vegetation has been proved are, men- 
tagra or sycosis menti, porrigci, and pityriasis versicolor. 

g 218. The next section gives a view of the most recent 
clessiiication of tlio animal parasites which infest the humaD 
subject. Some only of these invade the cutaneous surface, 
the others find a habitat on the mucous surface and in the 
centre of organs. 
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I. Infcsoria (vibrio, polygaatrica, &c) 



A. Platyelmta, C.Vogt. — Cbstoidba: a. Cestoideavera: 

1. Tienia solium, L.; 2. T. nara, Sieb; 3. T. medio- 
canceliata, KUcIienm. ; 4, Bothriocephalas Utus, 
Bromser. /3. Cestoidea cystica (ceatoidea en vote 
do developpement) : 1. CyaLioerciis celluloaa, Bud.; 

2. Ecbinococciis hominis, Rud. 
Tbbmatoidea: 1. Distonia hepaticum ; 2. D. lan- 

ceolatatn; 3, D. ophthalraium; 4. D. Lsematobium ; 
S. D. heteropbyes ; 6. MonostoTnum lentis; t. Hexa- 
thyridium pingaicola; 8. H. venarura. 

B, Nematblmia (syif. Nematoidka) : 1. Filaria medinen- 

sis; 2. F.oculi; 3. F. hominis bronchialis; 4, Tri- 
chocephaliiB Bpiralis; 5. Tr, dispar; 6. Strongyiua 
longevaginatiis; 7. S. gigas; 8. Ancylostomura duo- 
denale; 9. Spiroptera lioininia; 10. Oxyurua vermi- 
culariBj 11. Ascaris Imnbricoides; 12. A. alata. 

m. Articulata: — , 

A, Crustacea : Petitastonium constrictiira. 

B, Acarisa: 1. Sarcoptes scabiei; 2. Acarus folliciilo- 

C, Ihsbcta: Aptera: 1, PediciiluH capitis; 2. P. pubis; 

3. P. vestimeiiti ; 4. P. tabescentium. — Dipiera : 1. 
Fulex irritans; 2. P, penetrans; 3. (Estriis hominis. 

g 21S. lO. Malformations and Wodndb, ok Injuriba 

or ANV ElND APfEUTIKQ THB HbAD, TanNK, AND EsTBBUI- 

TiBB. — Investigations under tliis bead belong to the province 
of surgery, and are not for the present considered in this work, 
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§ 220. m. Tbkrapeutic Appliabces. — ^Under this head 
record daily the patient's food, specifying whether full, 
middle, or low diet; the medicines prescribed for him, 
specifying the quantities aod doses, and the kind and 
amount of stiranlants, if any, ordered for him ; likewise such 
appliances as blisters, plasters, ointments, lotions, &c. Note 
from day to day the effects produced by the plan of medi- 
cation employed, specifying the particnlat effects of the 
medicines taken. 

§ 221. IV. Daily PftOGftEss of the Case. — To ascer- 
tain and record faillifuliy the daily progress of a case is of 
the utmost consequence to the patient, the physician, and 






j to make a 



aso is fully mastered and 

rcfully (though alter some 
( rapidly) going through the 



the student, and is, in fact, a 
clear diagnosis at the outset. 

When the condition of the c 
recorded on the first day, by ca 
little practice, it may be ) 
series of inquiries and examinations specified under the 
several sections of II., in the order there given, and without 
any omission or oversight, its progress is readily ascertained 
from day to day by repeating the same inquiries and exami- 
nations in thesame order, and reporting carefnlly any changes, 
additional symptoms, or new signs developed since last visit. 
The effects of medicines must likewise be carefully inquired 
into and noted ; also the kind and amount of stimnlaDts 
exhibited (if any), and the changes (if any) in the patient's 
diet Therefore, under the head of daily progress, examine 
seriatim and record daily, in full at first, afterwards in any 
conveuient and intelligible ahbreviations, the state of (at 
hoit) the pulse, skin, tongitc, stomach, bowels, heart, lungs, 
urinary organs, and urine ; abo the effects of medicines and 
Btimalants. 

All this may seem tedious routine. It can only b« 

answered that without it medicine is neither to be learned 

11* 



ni 



HOSPITAL PBACTHOB, 



nor taught, and, what, is of more conBeqnence, it cannot be 
ptactiBed with safety to our patients. Tedious a'nd irksome, 
"however, as such daily routine inquiriea and examinatioos 
may Boem, a very short amount of practice renders it second 
nature ; and the experienced hand soon comes to accomplish 
in one minute what costs tlie novice a good half hour's oral, 
ocular, aural, manual, and mental labour. 

g 222. V. Tbrmination of the Cask. — If partial or com- 
plete convalescence be established, record the day and date 
on which the patient leaves hospital. If it be a case in 
which organic lesion of any important viscus has been dev&- 
loped during the patient's sojourn in hospital, as of the heart 
in rheumatic fever, the lungs in the course of typhus, &c^ 
make a careful record of the state of parts as determined by 
minute physical exploration on the day of his leaving 
hospital. 

If the case prove fetal, after having noted the circnmstanceB 
attending deatli, refer to Section 11. for full instructions for 
conducting a complete post-mortem esaraination of the body. 
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SECTION II. 



POST-SIORTEM EXAMINATION. 



K: 



Pathological Anatomy is the basis of all tliat is 
exact in medicine ; to make a post-mortem esaminatioa well 
becomes, therefore, one ofthe moat essential accomplishments 
of the practical physician. To make and record a poatr 
mortem examination whicb eliall be instructive to the Btndcnt 
or physician who makes it, and of nso to medical science, it 
is necessary that it sliall be done completely and effectively. 
It must also be done skilfully, expeditiously, .ind with both 
dexterity and perfect cleanliness; tliua performed yon may 
and ought to be able to conduct a post-moitem examination 
from beginning to end, including every cavity and organ of 
the body, no matter how diseased, in your best dress suit, 
with only the cuffs of your coat and shirt-sleevea turned up. 
This yon will at once see implies a mode of procedure very 
different from that revolting one which is unfortunately only 
too often to be witnessed, in which everything about the 
subject is hacked, mangled, and bungled, and everything 
about the operator bloodied and soiled ; the whole affair 
being a combination of butchery and botcbery unparalleled. 
And yet to conduct a poit-mortem with the utmost expedi- 
tion, and in a very complete and satisfactory manner for all 
ordinary purposes, it is only necessary to have at hand oi 
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two scalpcln, a good saw, a fine BcissoTEi, and a ho 

two or tliree trays, dishes, or suitable glass voasels, a. sponge, 

sod a free supply of water, but tliia last is indispensable. 

When proceeding to make a pOKt-mortem examination, 
two students, at least, should act in concert (in the absence 
of the physician or surgeon), one to conduct the manual 
operations necessary, the other to record the morbid appear- 
ances at the actual moment of observation, as concisely aa 
may be, but as faithffilly aa possible. Use abbreviations, if 
you will, but leave no important details to be recorded "at 
leisure" (which never comes) ; if you neglect this rule you 
will lose many valuable observations, and yon will be sure to 
&1I into confusion, if (as not unfrequently happens with clini- 
cal clerks) two or more post-mortems have to be made and 
recorded on the same day. Note at the outset the date and 
hour of the post-mortem, and the name, age, sex, and condi- 
tion or trade of the subject, tlie disease supposed to have 
caused death, and the date and hour of death. If there be 
a thermometer in the post-mortem room (as there ongiit to 
be), take tiie temperature, 



§ 224. Much important information is to be gained nnder 
this head of inquiry. The cause of death may be often 
diagnosed from the external appearances by tiie esperienced 
eye. Note the external appearances of the body, whether 
fat and plump, or lean and emaciated ; observe whether rigor 
mortis be present or not ; note whether there be any unusual 
contraction of any sets of muscles, as of the flexors or exten- 
aors of the extremities; whether the hands are clenched and 
the feet extended, with the toes pointed, the sole arched, and 
the heels drawn up. See if there he any indications of post- 
mortem movements having taken place (as in cholera). 
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Observe whether there be any unusua! warmth remaining in 
anj parts of the trunk or citrcmitica, also whether there be 
any unusual or abnoi'mal post-mortem elevation of tempera- 
ture ; place the thermometer in the axilla, mouth, or anus, 
(" Cholera Cases and Cases of Constitutional Gangrene. 
Lyona'sBlue-Book Report on Pathology of Diseases of Army 
in the East, Crimean Campaign.") 

§ 225. Observe the coloration of the surface generally, 
whether blanched or livid auii congested ; and of the face, 
neck, hands, and feet, as also of dependent parts, whether 
they are blue and livid or otherwise remarkable. Note 
whether dark-coloured arborescent veins bo visible on any 
part of the mtane iui surface ; also whether patches of eechy- 
mosis, purpura, purpuric or other spots, or unusual marks of 
any kind be present Observe whether the cuticle be adhe- 
rent or read ly detaci ed aud disposed to pee! off; whether 
any ves cat oi s blebs or collections of red-coloured serum, 
be observable on any portion of the integuments ; whether 
any and what parts be cederaatous or otherwise swollen; 
observe the orifices of the nose, mouth, anus, and vagina, for 
marks of hsemorrhago or violence. 

§ 220. CkUf Pathological Appearances to be taught for 
externalli/. — (a.) Excess or absence of rigor mortis; (b.) ex- 
cessive muscular contraction in extremities, hands, aud feet; 
(c.) postrraortem movements and post-mortem elevation of 
temperature ; (d.) marks of violence received during life, 
eoohymosed patches; (e.) purpuric stains, patches, spots, or 
cutaneous eruptions of any kind ; (f.) signs of early decom- 
position of integuments, detachment of cuticle, and formation 
of vesicles of blebs filled with bloody scrnm. 

§ 227 Cbanial CAvm —In making a complete poit- 
mortem exam nat on commence with the Cranial Cavity. 
Make an c s on fr m eai tt ear across the vertex, and 
reflect tl e flaps tc war Is tl fa and hack of head ; note the 
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condition of parts as to vascularity, whether vessels are 
go(^d or not. Carry an incision with the scalpel tbrongh 
pericraniam and temporal muscles round cranium, ^ to ^ an 
inch above sitperciliary arches, external meatuses of ears, and 
a little above occipital protuberance ; saw through both 
tables of the stuU, the inner with great care, in this line, 
working with short, quick, and firm strokes of the instmmcnt : 
by a skilful hand the calvarium may be far more rapidly 
removed bv the aid of a hammer with a chisel-edged nose; 
by using short strong strokes, and striking quick successive 
blows in the hue just indicated, both tables may be rapidly 
broken through, aud the calvarium detached in an incouceiv- 
ably short space of time by an experienced hand. 

§ 228. Note the appearances presented on inside of Cal- 
varium when detached, whether any bony spicula project 
from it, whether depressions from glandula; Pacchioni aro 
very deep ; the osseous substance is here sometinies eaten 
quite through. Run your eye rapidly, but carefully, over 
the raniiform arterial depressions, that for the luiddle artery 
of the dura mater especially ; note if there be anything 
abnormal, spicula of bone, &c, aud whether the vessels have 
been ruptured at any point. 

§ 229. After the Cerebrum and Cerebellum have been 
removed, examine and note the condition of the lateral and 
petrosal sinuses, whether much gorged with blood or not ; 
rapidly pass the finger over the surface of the basis cranii, 
and note any abnormal elevations or depressions, any project- 
ing spicula of bone. Sec. ; tap with the handle of the scalpel, 
or scrape the surface of petrous portion of temporal bone. 
(Memo, possible occurrence of abscess in.) 

§ 230. llaving removed the calvarium, observe earefijUy 
tlie surface of the dura mater, note its veins and arteries, 
remark whether blood, pus, or serum, has been effused 
between it and the bone. 
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g 231. Slit up and QKamine carefully, and note the 
coadition of the sinuses and veiaf, whether gorged or otbcr- 

§ 232, Esamine the arachnoid on the superior and in- 
ferior surfaces, and note whether it be opaque in points or 
patches, whether nodules of lymph be observable in it, also, 
especially in children, whether tubercles are deposited in it, 
and whether there be an appreciable quantity of clear, 
straw-coloured, or bloody seracn effused. 

Estimate serous or aanguinolent effusion approximately in 

drachms hy guess; or, better, by actual measurement ia 

suitable glass vessels, marked with oz. and draehras. (Na- 

• tural quantity 1, 2, or 3 drachms at basis eranii, not bloody.) 

§ 233. Note condition of pia mater as to state of ite ves- 
sels, and observe carefully whether there be hlood effused 
from them at any point. 

Observe the surface of the cerebral hemispheres; remark 
whether they are pale or vascular, hard or soft, whether 
there be tubercular deposits in, or impinging on, their sub- 
stance. 

§ 234. Make the horizontal sections with large-hladed 
knife or razor, to show Centrum ovale minus, and Centrum 
ovale majus. Observe and note appearances presented, 
whether central substance bo hard, or soft and watery, or 
dry ; whether the red points (sections of minute vessels) 
be very numerous, so as to give the sable condition (as if the 
brain was sanded over with a red powder). 

g 235. llemovQ Corpus cailosum with care, and note in 
drachms (measuring if possible) the quantity of serum in 
lateral ventricles. Note the state of the choroid plexuses, 
whether much gorged or otherwise. Turn the brain base 
upwards; examine the subarachnoid spaces, trace carefully 
the chief arteries inosculating in circle of Willis; observe 
whether any of tlicm be plugged hy coagulum, by lym- 
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phy vegetations, atheromatous deposit, or otlier sub- 
sUiDce. 

§ 230. &Iake an oblique section jroiu the decussation of J 
tbe pjrfttaiJs in tht; medulla oblongata, through the 
cerebri, optic thalamus, and corpus strintam. N'otc the I 
state of the white or grey cerebral substance on either side I 
of this section as to firmness, softness, pnnctiform vaacularitj 1 
(gablS condition), presence of blood cxtravasated, or otlier I 
appreciable condition. Make cross sections in all directions | 
through the cerebral aabstance, and note the abnormal ap- 
pearances, if any. 

I 237, Cebebbllum. — 'Make oblique sections throngb the 
Crus Cerebelli on either side, into and through the hemi- 
spheres ; note appearances presented, and any abnormal | 
state as to colonr or consistence. Rapidly note the condi- 
tion of the various cerebral nerves. 

§ 238. Spikal Cakal — Having made a longitudinal in- 
cision about one inch on either side of the prominences of , 
the spinous processes, and cleared away the muscular strnc- | 
tures, break through the laminte of the vertebrie with « 
mallet and chisel. Or, better still, with the rachitorac or | 
donble-bladed saw of Charriere, cut through these same , 
processes ; this latter operation may be executed very 1 
rapidly after a little practice; a chisel will be usefiil to | 
prize up the posterior fragments of the vertchrre when 
through in either of the foregoing ways. 

The same class of observations may be repeated seriatim 1 
for the spina! cord and its membrane as tor the cerebrum, j 
and precisely the same patholo^cal appearancet are to bfl | 
sought for. Longitudinal and cross sections of the cord 1 
may be made in the cervical, dorsal, and lumbar portions. 

g 238. CTiV/ Pathoiogicol Appearances to he sought for 
in Cfrehrum and Appendages, — (a,) Engorged stale of ves- 
sels ; (b.) Increased vascularity of membranes; (c.) Of central j 
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fiubstanoe («a6/s conditioD) ; (d.) Effusion of blood in or upon 
cerebral substance, as upon surface of cerebral or cerebellar 
hemispberes, or in substance of brain, as in corpus striatum, 
constituting clot of sanguineous apoplexy ; (e.) Results of 
deficient supply of blood from stoppage by blood-clot, valvu- 
lar vegetations, lymph nodules, or foreign siibataiioe, of arte- 
rial trunks, as internal carotid, or vertebral, or their branches 
(eKamine arteries in circle of Willis, also the anterior, middle, 
and posterior cerebral arteries ; carefiilly inspect the minute 
iressels in the fissure of Sylvius) ; (f.) White softening, or 
yellowish broken down appearance of cerebral substance, 
result of inanition ; (g.) Red softening, Ramollissement rouge 
of authors (result of inflammation) ; (h.) Abnormally moist 
states of cerebral substance, serous infiltration, constituliog, 
if excessive, the Serous' apoplexy of authors; (i.) Deposits 
of tubercle or cancer, in membranes (arachnoid) on or in 
cerebral hemispheres; (k.) Hydatids on or in membranes 
or cerebral subslance ; (1.) Tumours of any kind ; (m.) De- 
fects of development in any parts of cerebral apparatus. 

§ 240. Where indicated, examine portions of grey or 
white cerebral substance under the microscope, with a power 
of D. 300 to 500. Observe whether compound granular 
cells or pus corpnscles be present. Take the specific gravity 
of the grey and white matter. Sec § 342. 

§ 241. Cavitt on- TuoKAx.— To perform a complete 
post-mortem examination of the organs subservient to tia 
process of respiration, it will be necessary to make a longi- 
tudinal incision from the symphysis menti, through the 
mesian line of the neck, and along the sternum to the 
xiphoid cartilage; as the abdomen is subsequently to be 
examined, this line of incision may be completed to the 
symphysis pubis, passing a little to the left of the nrabilicns. 
Recommencing above, carry the scalpel through the muscles 
attached to tiie symphysis meuti and adjacent parts of the 
12 



lower jaw, opening t!ie floor of the looDth ; the toi^^e will 
be thoB exposed, which may be grasped with the fingen or 
with a forceps. Draw this organ in a directioD downirards 
and forwards, and, with the scalpel, free ic from its coonec- 
tions on either side ; as yoa abstract the sides of the b*s« of 
the tongue, yoo uiay now, if yoa so desire it, bring awar the 
tonsils and half-arches of the palate. Use the scalpel lightly 
and deiterousty, and the laryns, the lower part of the pfaa- 
lynx and (esophagus, and the trachea may be rerooved with 
littlo tronblc. These parts may be detached for separate 
examination, or, by waiting till the thorax is fuUy opened, 
may be removed in conjunction with the lungs. 

% 242. To make a fall and satisfactory postmortem in 
almost any of the more important thoracic lesions, it is ad- 
visable to adopt the foregoing procedure in order to secare 
an cxsmiDation of the mncooa membrane of the larynx and 
trachea, in connection with that to be institnted into the 
bronchial and pulmonic afl^ection. As, however, it is oAen 
desired, for the sahe of expedition, to confine the inrestiga' 
tlon to the thoracic lesions, tbe cavity of the chest may be 
opened as follows : 

Commence the vertical incision at the fonrchette of the 
sternum, or an inch above it, and carry it as before to the 
symphysis pubis. In the majority of casea, and for tbe most 
complete post-mortem examination, it will not be necessary 
to flirther disfigure the body than by the longitudinal in- 
cision above described, whether commencing at the sym- 
physiti menti or the fourchctte of the sternum (cross inci- 
uons through the abdominal walla arc to be ex^rtttij 
avoided, except when found to be absolutely necessary (or 
the full and satisfactory exploration or removal of tumours, 
homiir. portions of perforated intestines, &c.). 

§ 24:1. Ill making sections through the integnroents and 
nmscles, note whether there be any unusual appearances, 
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be ecchymosia or an engorged state of the 
muscular substance, also wlieCber the muscular fibre be firm 
or abnormally soft, fishy, or aizy ; note if the fibre retracts 
sensibly when cut across. Diasect back the integuments 
and muscles in one mass on either side towards the lateral 
aspects of the thoras, and beyond the line of union of the 
ribs to their cartilages, freeing the pectorals and the origins 
of the obliqni and recti from the ribs with long bold sweeps 
of the scalpel, the edge of which should be borne at an 
angle of 45° to the surface of those bones. With a strong 
" cartilage knife " cut throngh the costal cartilages close to 
their junction with the ribs ; if ossified, the saw must be 
employed ; but be careful to leave as smooth a surface aa 
possible (the integument may be folded round the edges of 
the ribs when sawed through, in order to save the hands of 
the operator from scratches and cuts). When the cartilages 
are all divided, commence to raise the triangular lid, formed 
by the sternum and cartilages, from its attachments at the 
left inferior angle, cutting close to the under surface of the 
sternum, and freeing with the scalpel the attachments of the 
diaphragm. If the edge of the knife be not turned towards 
and kept close to, the back of the cartilages and sternum, 
the pericardium will be opened, its contents, if any, evacu- 
ated, and the pathological condition it presents (if auy) more 
or less injured. 

§ 244. Using the scalpel as directed, and partly by trac- 
tion, the sternum and cartilages may be rapidly raised like 
the lid of a box; if its upper piece be now deeply incised 
with a strong knife, or sawn through, the whole may be 
thrown back. In some instances it will be preferable to de- 
tach the sternum at the sterno-clavicular articulations, aa 
when we desire to examine the larynx and trachea ; and in. 
others it will be found useful to saw across the clavicles at 
the junction of the internal and middle thirds, so as to give 
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ample room for inspecting and removing diseased parts, as 
HSeurisins or tumours of any kind. In sawing tbrongli the 
clnvicles, avoid injuring the subclfLvian and innominate or 
bracliio-ceplialic veins. 

§ 245. Organs to be examined 'in Mto' Jirtl. — Observe 
and note the condition of parts presented when the steronm 
is removed ; remai'k whether the lungs have collapsed or 
remain prominent or protrude; whether they are ash-grey 
or dart, congested or otherwise discoloured, crepitant or 
solidified ; note whether the pericardium be saccular and 
prominent, and whether it contains any appreciable quantity 
of fluid. Observe whether the pleural cavities, either or 
both, contain scrvira, pun, or blood. If the incision in 
the neck have been made, and it is desirod to examine 
tlie larynx and trachea, the whole respiratory apparatus, 
witb the pericardium and heart, may be removed together 
Irom the body for more careful dissection and examination 
on a post-mortem tray or suitable dish. For this purpose 
detach the tongue, with the .tonsils and lower part of 
pharynx, then the larynx, trachea, and tesophagna, ripping 
them from their sttachments to the front of the spinal 
column by raeans of the fascias and areolar tissue connec- 
tions, with a few touches of tie scalpel liere and there. If 
the vessels in the neck and the subclavian artcnes and veins 
be tied and cut across, and tie hand be passed behind the 
trachea and tnsophagns as they enter the npper orifice of 
the thorax, and forced downwards and outwards on either 
side, the roots of the lungs with the aorta and (esophagus 
may be freed from their connections, and with the occasional 
use of the scalpel tlie wliole viscera of the thorax may be 
readily detached from their posterior connections. Owing 
to adhesions of the pteuraa, the utmost difficulty is some- 
limes espeiienced in removing one or both of the hings; ' 
and in atteronting to use force the pulmonic substance ia 
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broken through, and the pathological appearances injured or 
destroyeJ with escape of the cooterita of ahaceases, vomicie, 
&c., aud the complete breaking up of the diseased tissues. 
Under such circumstancea of adherent pleura, I have been 
for many years in the habit of adoptiug the following ex- 
pedient, which, when carefully put in practice, I have always 
found Buccessful iu my own nad other bands. When the 
pleurte are found to be at all strongly adherent, nse no force 
to detach the lungs from them ; but, on the contrary, yonr 
object should be to bring away the pleurffl (both visceral 
and parietal layers), and lungs together, intimately united as 
they arc. as the former constitute the moat efficient protec- 
tion and support for the delicate pathological elements of 
the latter. Carry an incision with the scalpel through the 
pleura down to the ribs and intercostal muscles, at some 
distance from the adhesion, or along the whole side if the 
adhesion be general ; with tlie nail or the handle of the scal- 
pel detach the pleura fi-om the ribs and intercostals for a 
short distance, then insert two or more fingers, and finally 
the hand, with the paimar aspect towards the pulmonic snb- 
Btance, and continue to detach lungs and pleura conjointly 
from the panctes. In this way a large saccular cavity filled 
with fluid or numerous miiltisnccular vomica;, or other and 
more fragile pathological conditions, may be removed for in- 
spection uninjured. Note the condition of the areolar or 
connective tissue behind the sternum, in the mediaiitinal 
apace; observe whether it be iufiltrated witJi serum, or with 
gelatinona, aanguinolent, sero-purulent, tubercular, or other 
exudation. 

It will be well to tie the superior cava, or both the brachio- 
cephalic trunks, and also the inferior cava ; the (EaophaguB, 
likewise, must be ligatured as it enters the diaphragm. By 
cutting across the aorta, the inferior cava below the ligature, 
and the (Esophagus above, the thoracic viscera may be 



dotacbed, and taken out by cutting through and bringing 
away that portion of the diapiiragm to wliich the base of 
the perioardiuui ia attached, if it ia desired to preserve this 
sac intact. In case of adhesion of cither or both lungs to 
the diaphn^ni, this muscular oxpansioQ must be sacri&ced, 
and a greater or lese portion of it brought away in connec- 
tion with the thoracic viscera. 

The organs being placed on a tray, and suitably disposed 
for examination, the following observations may be made : — 

§ 246, Tanr/ue. — Note whether the caliciform and cir- 
cumvallate papilla; near its baae are enlarged, and more than 
usually prominent; whether they are filled and covered with 
a creamy exudation, showing epithelial scales under the 
microscope. 

g 247. Epiglottis. — Observe whether ihisorgan be altered 
in form or colour; whether it be ted and vascular, and ronnd 
and cherry -like, instead of pale yellow, and of the natural 
leaf-like form ; note whether the areolar tissue in its vicinity 
and in the glosso-epiglottidean folds be thickened or cedema- 
tous, and whether the freedom of tbe superior orifice of the 
larynx be in any way interfered with, 

g 248, Larynx. — Separate the lower part of the pharynx 
and the (esophagus from the larynx and trachea; slit down 
the larynx through the mesiaa line posteriorly, cutting 
througli the ciicoid cartilage, if ossified, with a strong-bladed 
scalpel ; continue the incision through the membranous por- 
tion of the trachea. Note the condition of the cartilages, 
whether ossified or not; carefully inspect the mncous sar&cs 
of the larynx. Note whether the mucous membrane be 
vascular and congested; whether its epithelial covering be 
thickened, soft, and rugous, or pale, ihin, and as if abraded; 
note whether any parts he bare of epithelium, above, below, 
or on the edges of, or between, the corciffl vocales ; examine 
carefuily the saociilus laryugis for tlie foregoing appearances ; 



notp whether there be any ulcerated fissures, small circum- 
Bcribcd or irregular ulcers, or Uistinct ulcerated patches, on 
any portion of the mucous surface of the larjux from ahova 
down, including the under or posterior surface of the epi- 
glottia and the glosso-epiglottidcan folds; observe whether 
there be any epithelial growth, epithelioma, on any portion 
of thin mucous surface ; and, finally, whether there be any 
deposit of tubercle in yellowish or grey submucous grauules, 
or iu more cnlai^ed masses ; examine the saceulus laryngis, 
and the cordffl and parts in their immediate viciuity, for 
these deposits. Note whether the mucous glands are loaded 
with exudation and prominent. 

§ 249. Trachea. — Make a minute examination of the ' 
mucous surface of this organ to its bifiircation, foUonhig the 
indications given in the foregoing paragraph in connection 
with the laryns. Observe, furtlicr, whether there be any 
croupy, lymphy, plastic, and fibrinous exudation on the 
mucous surface ; whether it be removable in fiakes, or as a 
caste of the whole tube. 

§ 250. Pleurw. — Observe and record whether the visce- 
ral and parietal plcune are intact and nnbrokcn ; whether 
either or both pleural cavities have been in coramnnication 
with Uic external air, by means of a perforation in tlie lung, 
or by any aperture in the parietes (as caused by fractnred 
rib, or penetrating wound of the chest), partially ox generally 
adherent (to be determined by passing the hand into and 
around the pleural cavity ; note, specially, whether adherent 
at the apices; observe whether there be, or have been, air, 
aerum (clear, or with shreds of lymph), pus, or blood, in 
either pleural cavity ; measure the quantity in onnces and 
drachma of any such effusion. Carefully examine the visee- 
raJ and parietal layers including the diaphragmatic surfaces 
of both pleurte for deposits of lymph, tubercle, cancer, 
hcomorrhagic esLudatiou, cretaceous or osseous deposits, or 
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hydatids ; note the extent and special cliaractera of a 
such extraneous elements, and observe whether they liava 



undergone decompositi) 

§ 251. A gangrenona 
sometimes bo met with 
somewhat olive-greenish 
broken down and rotlen 
and by the peculii 
g 252. The pi. 



id emit a fetid smell o 
des-tniction of the plei 
it will be recognisable by a dark, 
ind aeh colour, by the completely 
ondition of the gangrenous partSj 
idescribable but unniigtakahle odour, 
(hould be carefully followed into the 



interlobular fiesiires, and their condition in these situations 
noted. I have known oircarascribed interlobular deposits of 
pus, in the interval between the lobes, to have been mtEt&ken 
for pulmonic Bbaoesaea. 

§ 253. Lunffs. — Note whether the lungs collapse or pro- 
trude when the sternum is raised ; whether they are lighter 
in colour than natural ; whether they present Teaicolar 
nodules ; whether the colour is altered from the natural ash- 
grey tint, interspersed with black spots, of the healthy organ, 
to a kind of reddish bine, or bloody aspect; whether they 
are adherent to the parictoa laterally or at the apices ; Dote 
whether either lung is compressed by fluid effusion, serum, 
puB, or blood, and bound to the spine; observe whether they 
crepitate between the fingers ; ascertain by careful palpation 
whether they are solidified in part or in whole, interspersed 
with consolidated masses of greater or less diraensionR, or 
infiltrated with fluid, and whether with scrnm, pus, or blood ; 
note whether they be partially or generally congested, 
especially in posterior half, so-called " hypostatic" conges- 
tion ; observe whether there be disseminated through them 
a number of shot-like granules (miliary tubercles), 

§ 254. Examine the apices carefally (from without) for 
puckerings, semi-cartilaginous cicatrices, or cretaceous masses 
to lie seen or felt through their substance ; remark and 
reserve for especial examination any part or parts presenting 
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more or less eonsoIiiJation than natural, nodular or more dif- 
fuse deposit, indications of broten-down Bubstance, of inter- 
nal cavity, abaccss, or vomica, or of other appreciable altera- 
tion which ean be ascertained to exist, before sections are 
made into the substance of the organs. (The simple expe- 
dient of careful general palpation externally, before making 
sections into the lung-substatice, and which, after a httle 
practice, can be done most completely and readily, without 
loss of appreciable time, will enable the operator to como 
upon, and more fully expose and demonstrate, the special 
lesions presented in any given case, in a far more satisfactory 
manner than if sections be made indiscriminately in all 
directions in the pulmonic textore, as is too often carelessly 

§ 265. Branchial Tubeg. — The bronchial tubes must be 
slit up from the bifurcation of the trachea with a fine ball- 
pointed scissors, and fallowed to the third and fourth sub- 
divisions. Observe and note the ebarncters of the secretion 
found on opening them, whether frothy, bloody, viscid, and 
glairy, purulent, or plastic and fibrinous ; whether, if phutic, 
it can be drawn ont by gentle traction, in coutinuous branch- 
ing filaments, from the bronchial tubes, givmg a cast of the 
bronchial tree ; and whether any similar exudation be 
observable in the trachea; note whether the mucous mem- 
brane be vascular, congested, softened, thickened, abraded, 
or otherwise altered. Examine the bronchial secretion with 
the microscope, and note whether it contains epithelial cells, 
free nuclei, molecules, pus or blood corpuscles, and any crys- 
talline particles. 

g 256. Observe the bronchial membrane at the bifurca- 
tion of the trachea ; note whether the longitudinal and cir- 
cular fibres {muscular fibres of Reisseissen) be much deve- 
loped, prominent, and cord-lite, or the contrary ; note the 
slate of the membrane as to congestion, vascularity, thick- 
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ening, and redurdancy of its epithelium, or tte contrary, 
and whetber there be any BJgns of abrasion, erosion, or 
ulceration ; follow the tubes as far as possible with the fine 
ball-pointed, and then with the sharp-pointed acissors ; 
observe whether ihey are anywhere dilated into oniform 
spindle-shaped expansions, sai^cular or ampollar dilations, or 
hernial protrusions of tlie mucous membrane through the 
circular fibres, constitnting cavities communicating by a 
more or less contracted opening with the tube, and imping- 
ing on the lung substance, snd linble to be confounded 
with phthisical or other cavities, of different pathological 
origin. 

§ 257. Note whether the tubes arc anywhere contracted 
in calibre, and whether this contraction be dependent on 
constriction of their own walls, or be tlie result of pressure 
from without by aneurismal or other tumour. 

§ 258. Observe whether the tubes open at any point into 
or upon a cavity ; note the manner of any such opening, 
and the kind of cavity, and the nature of its walla and of its 
contents. 

§ 259. In fo]^wing up the bronchial ramifications, observe 
particularly whether there be any obstruction or obliteration 
in any of the tubes of the Eecond, third, and finer subdivi- 
sions, by dense viscid mncue, or fibrinous matter; note 
whether this obstruction be temporary and removable, or the 
result of firm impaction of solidified fibrinous exudation, and 
apparently some time in existence ; note whetber, as the 
result of anch long-continued obstruction, the pulmonary 
tissue beyond the obstruction be collapsed, dense, fi^e of air, 
and in a condition resembling oi' approacliing to splenisation 
or carnificfttion ; with the blowpipe, try whether the col- 
lapsed portion of the pulmonary tissue can be reinfiated 
with air. 

§ 2G0. In tracing up the bronchial tree from the bifurca- 
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tion of the tracheti, note at the roots of the lunga the 
appearances of the anterior and posterior pulmonic plexuses ; 
note also, fcom the outset, the appearances of the bronchial 
glands; observo whether they are enlarged, gorged with 
Wood, filled with carbonaceous matter, infarcted with cheesy 
tubercular deposit, or degenerated into a hard cretaceons 
substance, also whether they present cancerous infiltration ; 
observe whether, if much enlarged, they constrict, or sur- 
Touud, or exert pressure on the bronchi at any point, or 
upon any contiguoua anatomical structures, as vessels, 
nerves, &c. 

§ 261. At this stage of operations it will be well to resume 
the examination of the vascular apparatuB. Removing the 
ligatnres from the pulmonary arteries and veins, follow both 
car^ully up with the fine ball-pointed scissors as minutely 
as they can be traced ; note the eharacters of the blood con- 
tained in them, whether much in quantity, fluid, tarry, black 
and jelly-like, or semi-fluid, or presenting long, yellowish, 
glairy and gelatinous, or pretty dense and firm, cord-liie, 
fibrinous eoagula, traceable through many subdivisions rf 
the pulmonary vessels, and capable, by gentle traction, of 
being drawn out in long branching filaments. Repeat the 
same observations on the blood seriatim, in section of other 

g 262. Observe the internal surface of the vessels ; note 
whether the lining membrane presents the natural, smooth, 
gliBteningappearance, or whether it is anywhere dull, opaque, 
roughened, presenting atheromatous or calcareous deposit, 
or fiisaurcd and cracked. 

I 263, Trace out the vessels rapidly, but with minute care, 
and note whether they are pervious throughout, also whether 
their walla are unbroken and continuous ; note if they pass 
near or tlirongh any cavity, and whether there be rupture or 
erosion of their walls in its vicinity ; observe if there be any 




point of obstniction; take the precaution to iaoUte and 
examine it witli especial attention : note tlie character of 
the obstructing body, its form, length, colour, consistence ; 
whether soft or hard, fibrinous, cartilagiuous or calcareous, 
uniform in substance or partly purifonn, movable or firmly 
impacted, adherent or non-adherent to the walls of the Tea- 
set ; whether apparently fibrinous and of blood origin (coa- 
gulated fibrine), or calcareous, or both mixed ; whether 
resembling a fragment of warty, valvular vegetation ; and 
wlietlier similar in appearance to any vegetation, or other 
deposit, that may exist on the valves of the heart, or elae- 
where. 

If any anch obstruction be detected, note whether there be 
any condensed nodule of pulmonary substance around or 
beyond it; define the size of this nodule; observe whe^er 
it bo impervious to air, of deep blood-red or livid tint, gorged 
with blood, solid and granular, or greyish -ye! low, broken 
down, and of purulent or serai-purulent aspect. 

§ 264. Place a small fragment under the microacope (D, 
300 to 500), or scrape some of the semi-fluid matter, and 
submit it to the same powers ; note whether epithelial cells, 
nuclei, and other elements, compound granular eorpascles^ 
blood or pus corpuscles, oil molecules and granules, pigmen- 
tary matter, haematoid or other crystals, cholesteariue, ^c., 
be present, nil or singly. 

§ 265, If, in the preliminary process of general palpation, 
and in the tracing out minutely of the bronchial ramifica- 
tions and those of the pulmonary arteries and veins, no spe- 
cial localised lesions, as vomicie, tubercular or other deposits, 
nodules of collapsed tissue, cancerous, osteoid or other masses, 
have been discovered, and the lung-tissue can be readily com- 
pressed between the fingers, free sections may be now made 
with the scalpel through the pulmonary substance, from the < 
apex to the base, and in a direction from before liackwards; 
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note the appearances presented in t!ie anterior and posterior, 
superior and inferior, parts of the aeetion, whether there be 
much blood in tlie dependent parts; remark whether the 
knife meets with resistance and the lung-substance creaks 
under the scalpel ; aho whether it is elastic and crepitates 
between the fingers, pita on pressure, or breaks down readily, 
leaving an irregular granular surlace; observe whether a 
spumous sanguinolent serum eiiides in quantity (as in general 
and niiuTite eapillary bronchitis) ; note whether there be a 
nnifbrm, more or less extensive, reddish, granular, liver-like 
consolidation of one or more lobes {red hepatieation of pneu- 
monia) ; note whether a fragment sinks or floats in water ; 
note the exact seat of such liepatisation, especially if confined 
to upper or anterior lobes ; ol>serve the outlines of the lobes 
as marked by the fissures, and note whellier the reddish 
granular consolidation be (as it often is) sharply defined and 
limited by an interlobular fissure, the contiguous lobe pre- 
senting no such, and perhaps a quite ditfereni, pathological 
condition. Note whether one or more lobes present the 
appearance of an ash-grey, indistinctly granular consolida- 
tion, with more or less of ai semi-purulent infiltration, and 
with or without small or larger abscess-like cavities, contain- 
ing pus and half-disorganised lung-elemenfa (grey hepatisa- 
tion of pneumonia) ; observe whether abscesses have formed 
in any parts, define their shape and dimensions, and state 
what the character of their contents, and whether they have 
a secreting lining membrane. 

§ 266. Examine under the microscope (D. 300 to 500) all 
softened apparently pumlent deposits or collections in the 
lung-substauce, and note whether pus elements be present; 
scrape off a fragment of the lining of any cavity under exa- 
mination, and observe whether iU walls present a distinct 
epithelial coat, or secreting membrane, 

g 207. Distingnish carefully the compre^ed, cartiificd, 
13 
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ment-like or splenified state of the lung, long exposed to the 
pressure of fluid effused in either of the pleural cavities, fixjm 
tLe foregoing conditions. 

§ 268. In ctkstis not presenting the patliologicnl states of ' 
Ted or grey Lepatisation, note carefully the condition of the 
pulmonary textures, whether aofteued and friable, and of a 
dirty grumous aspect, or partially or wholly engorged; ob- 
serve whether there be any partial or general infiltration of 
dirty, broken-down, gelatinous, or otherwise imperfect exuda- 
tion ; note whether the exudntion takes the form of Bemi- 
transparent miliary granulations, or that of a more diffused 
gelatinifoira, or well-marked dark-brawniah exudation, impli- 
cating lobules, lobes, or one or both lungs generally ; note 
whether minnte abscesses, or collections of dirty creamy-look- 
ing matter, exist in any situation ; rote whether fragments 
of the Iiing-substanco float in water, and take tbe specific 
gravity of one or more cubical fragments of the denser por- 
tions; note whether any portions have a sloughing or gaa- 
gronoiis aspect or smell. 

g 260, Examine under the microscope {D. 300 to 500) 
minute fragments of the lung-substance, or some of the semi- 
fluid matter scraped off witli a scalpel ; note whether epi- 
thelial cells, nuclei, and other elements, oily molecules aod , 
grannies, pns corpuscles, or blood discs, be present, 

g 270, Observe whether sparse or thickly deposited grey 
or yellowish shot-like granulations (miliary tubercle) be dis- 
seminated through the lung-substance, or whether more con- 
solidated deposits of yellowish or greyish cheesy matter exist 
in any parts; note whether such deposit be uniformly dense 
throughout, or softened and breaking down in the centre ; 
observe with a lens (D. 10 to 15) whether a vascular areoU 
can be detected around such granular or other deposits ; 
note whether in any parts these deposits have been softened 
and evacuated, leaving cavities (vomicai) in the lung-sub- 



stance ; note tlie 'liniensions, form and contents, of sucli a 
tirjs ; observe the colour of their walls, also wLether tiiey 
are regaliir in outline or broken and jagged, whetlier they 
are crossed by bands of partially destroyed lung-aubstance oi 
by eord-like obliterated vessels; note whetlier tbey presen' 
any lining membrane or cartilaginous envelope ; also wbetber 
they communicate directly with any bronchial tube of appre- 
ciable dimensions. Secure the nearest bronchial tube, and 
with the blowpipe {the cavity being placed under water, if 
necessary) ascertain whether any communication can be 
shown to exist with a bronchial tube or with the pleura! sur- 
face. Note the state of the minute bronchial glands. 

§ 371. Examine this tubercular exudation under the micro- 
scope (D. 500 to 800) ; note the imperfect oell-forms, the 
abundance of nuclei, molecules, and granules ; observe 
whether any pua-elements he present, also blood discs, epithe- 
lial culls, pigmentary or other granules, crystals, plates of 
cholestearine, &c. ; note whether any broken-down lung- 
tjssne can be detected. 

§ 212. Observe whether cancerous deposit in the form of 
isolated cncephalomatous masses, of greater or less dimen- 
sions, or general soft canceroua infiltration of the pulmonary 
tissues have taken place. 

§ 273. Observe whether gangrene of any portion of the 
lungs have taken place, as the result of pressure by aneur- 
ismul or other tumours on the nutrient vessels, or caused by 
intense but low infiaminatory processes : the condition is to 
be recognised by the peculiar rotten odour and the broken- 
down state of the lung-tissue, iu which it resembles rotten 

g 274 Obserie whether ossification of the pnlmonary 
textnro, or distinct calcareous transformation, have taken 
place to Bn> extent (Virchow.) 

n^ the lungs of children, note whether 
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tlie reddisli, dense, meat-like, un expanded, ron -crepitant 
state of tiie pulmonary tissue (atelectasis pulmonum of 
Jorg) be anywhere discernible ; also whether there be non- 
crepitant, circum scribed, solidified masses of lung-texture, 
limited by irregular pentagonal outlines on the pleural sar- 
face, and known as interlobular pneumonia; note whether 
cnbical fragments float in water, 

§276, Inspect the pulmonary texture carefully for por- 
tions of coUapBed tiBsuo in the vicinity of obliterated or 
obstructed bronchial tubes, try if such collapsed portion can 
be inflated by the blowpipe ; note the characters of auch 
obstructed bronchus and collapsed tissue, if now discovered 
for the first time, according to the indications given in § 259. 
§ 277, Observe whether nodules of pulmonary apoplexy, 
or more diffuse patches of pulmonary hfemorrhage, exist in 
any portion of the lungs; define their extent and the charac- 
ters of the eft'used blood, whether fluid, semi-fluid, or coagti 
lated, fiorid or dark, altered, s-emi-purulent or decomposed ; 
secure the nearest vessel — (a bronchial artery— if possible), 
and trace it with the probe, or the fine-pointed BCissors, aa 
close to the centre or focus of the htemorrhagic lesion as 
possible; note carefully wbeliier there be any extraiieons 
source of such htemorrhagic infiltration, as ruptare of an 
aneurismal sac. 

§ 278. Pbbioardium. — Note whether this fibro-eerous sac 
be present, and letain its irregularly triangular outline with 
the base on the dinpbrngm ; whether thickened, dense, and 
opaque, or thinned and semi-transparent; whether movable 
on the heart and vessels, or more or less adherent to them; 
whether closely investing Ihem, or separated from tbem by 
interposed fluid effusions ; if enlarged, define its dimenBions 
by reference to fixed anatomical points to which it reaches 
as so such and such a rib, or intercostal space ; pinch up a 
Dortion of the anieiior wall of the eac near its diaphragmatic 
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ottacliinent ; oarefnllj' insert the scalpel in an oblique direc- 
tion, and slit the membrane in a direction from below up- 
wards ; wlicn a sufficient space is opened, pass in the first 
and second fingers of the left band for a short distance, and 
use them to distend and hold up the separated edgea of the 
sac, so that no liquid effusion, if any, be allowed to escape 
till the contents are carefully inspected and measured. 

§ 279. Note whether the contents, if any, are serous, clear, 
or mixed with lymph-flakes, sero-pumlent, purulent, mixed 
with blood, or a pure hiemorrhagic cundation from the serous 
surface, or from ruptured heart or vessels; measure the 
qnantity in ounces and drachma of any such effusion ; 
observe whether the serous surface presents on its parietal 
or visceral layer, either or botL, partially or generally, before 
or behind, on the ventricles, the auricles, or the great vessels, 
or in the cul-de-sac reflections, soft or firm, recent or old, 
thick and smooth, honeycombed, or rough, prominent and 
sha^^ deposits of yellowish, tawny, or bufF-coloured lymph 
(pericarditis) ; note whether such lyraphy exudation be par- 
tially or generally tinged with blood (htemorrh^c pericar- 
ditis) or interspersed with tubercle (tubercular pericarditis) ; 
observe whether any parts of this Ijmphy exudation have 
been worn smooth by the attrition of opposed surfaces ; also 
whether adhesion has taken place in parts, and whether 
between limited or extensive surfaces, and whether by imme- 
diate union, or by elongated iymph-bands. Note especially 
the condition of parts at the reflection of the serous mem- 
brane on the great vessels, the auricles, and the upper parts 
of the ventricles ; note whether any traces of finely granular 
lymph, or of minute lymph-patches, the remains of former 
exndation, are discoverable ; observe whether they are still 
rough, or whether, though palpable to the finger passed care- 
fully over the auricnlar or ventricular surface, they are smooth 
and covered over with a serons epithelium ; examine the 
13* 
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same under tlie taiuroacope at from 300 to 500 D. — (Evi- 
dence of cured Pericarditis witli lymphy exiidatiou and 
■without adhesion, Ljons.) 

g 280. Note whether the milky spot, the white spot of 
Bayle, so-cailed, be present; whether larger than usual ortn 
any way remarkable ; note whether gelatinous extidationa, 
fibrous thicketiings, cartilaginous bands, or calcareous pl&tea 
exist in any part of the serous membrane; also whether 
tubercular deposit be present, isolated or associated with 
lymphy or other exudation ; whether cancerous or other 
growths be presented on any part of the membrane; and 
finally, whether the sac presents at any point an abnormal 
communication with the heart's chambers, the great or 
secondary vessels, the lungs or pleural cavities, the etomacli 
or other abdominal viscus, or with the external air, and 
whether by any such opening gases, air, pus, blood, ftecal 
matter, or other foreign substances, or any portions of the 
viscera of the thorax or abdomen, have passed into the 
cavity of the pericardium. 

§ 281. Heart. — It is presumed that you have followed 
the preliminary directions respecting the placing of ligatures 
on both the bRachio-cephalic trunks {or the superior cava) 
and the inferior cava, and (if the lungs have been examined 
before the heart) on the pulmonary artery and the pulmon- 
ary veins. When the pericardium is opened, observe the 
position, size, and figure of the heart generally, and of its 
several chambers, as also the external appearances of the 
great I'esaels. Note whether the heart be enlarged or 
diminished in volume, whether laterally expanded, elongated 
from base to apex, flattened, dilated into a globular body, or, 
on the other baud, diminished in volume partially or gene- 
rally. Note whether the heart be firm to the touch and 
retain its form, or soft, flabby, and friable, or fishy and semi- ■ 
putrid ; observe whether the apex ia formed by the left ven- 
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tricle, or whether the right ventricle is eiilarged in thedirec- 
tion of the cardiac apex and jirotrudcs below the left ; whe- 
ther the apices of both unite uniformly, or are separated by 
a cleft or notch. Carefully note the state of the canliac sur- 
face on both auriclea and ventricles ; observe 'whetber there 
be lymphy, purulent, tubercular, cancerons or calcareous 
deposit, or yellowish fatty accumulation on any part of the 
lieart's surface; note whether the milky spot on the right 
ventricle (wLite apotof BHylcso-CHlied) be of unusually larwe 
dimensions, whether purpuric spots or patches, extravasated 
blood, pus, abscess, or gelatinous infiltration, cysts, hydatids, 
Ac, exist in, upon, or under the serous covering, or in the 
muscular substance of the auricles or ventricles. Observe 
the conditions presented by the several parts of the cardiac 
apparatus in the following order : — 

§ 282. Coronary Arteries and Veim. — Note whether ' 
these vessels in the interventricular sulci and in theauricalo- 
ventricular depressions are everywhere pervious, or if any- 
, where enlarged, contracted, obstructed, or obliterated, and 
whether by coagu!u.m, fibrinous impactions, calcareous masses, 
or atheromatous deposit Slit up both the coronary arteries 
and veins ; note the character of the blood they contain, the , 
stale of the iutemal coats of the arteries, whether smooth, | 
lustrous, and unbroken, or thickened with atheroniatoUB 
deposit, fissured or cracked, and presenting calcareous plates ; 
whether aneurismal or other dilatations exist', note whether 
the venous membrane is smooth and lustrous or rough and 
villous. 

§ 283. &i(/ht Auricle, — -Note the colour, shape, longitudi- ■ 
nal transverse, and antero-posterior dimensions of this cham- 
ber, (If the patient have died slowly, and not of a blood- 
enhaustive disease, or of lijeraorrhage in any form, and the 
vessels be ligatured, as before directed, this auricle (the 
right) wilt be found to be of much larger dimensions than is 
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ububIIj BLipposod. In a robust male I have f 
to be at least 3^ indies in vertical, 2J-iiicbeH 
inches in antero-posterior diameter This 
tcmporar 1> e lar^eJ o d t on from atcu 
but I have EO stantly reroa ke i the con 
siouB of th s cha nb r that I 
of its small » ze and ns gn fi 



ind this auricle 

hitural, am] 1^ 

'&s doubtless a 

ulated blood ; 

e cons derable diraen- 

nced that the opitiion 

ge eral y entertained is 



o fix w th any degroa 
c of ti e heart's cham- 



B pp I aps not pos^ lie 
of certa nt\ the normal standard vol i 
bers ; but as the res It of exte a e post n ortem e 
tions, and of the data furo shed b} the explorat on of the 
cardiac -lb enom en a » !0 dM Grous • the subj ct of con- 
genital fiss re of the sternum I am d spi sed to regard the 
right aun le as bi th ph\8ol ;, illy an 1 pathologically a 
more important organ than i8 gen rally b ppose 1, and for 
the acq s t on of j st not ons of te I mens ons, I recommend 
the forego ng plan of exan ning t post-mortem viz., after 
preliminary I gature of all the vessels ) Kemark the volume 
of the aur c lar append s 

§ 284 If you g e yo raelvea ti e hal t of opening the 
heart in the followmg manner, you will soon arrive at great 
skill, dexterity, and rapidity of operation, and succeed in 
displaying the normal parts, and all possible pathological 
lesiona, in the most perfect and readily intelligible manner, 
retaining at the same time the natural mutual relations of 
all its parts. I have constantly seen hearts opened, here and 
elsewhere, in a manner such that it was impoesible for me, 
without infinite trouble, to recognise the riglit side from the 
left, the mitral from the tricuspid valves, and the aorta from 
the pulnionary artery. This difficulty is of course amazingly 
enhanced by the complication of extensive lesions of the 
chambers, muscular apparatus, vessels, or valves. The man- 
ner in which exquisitely characteristic pathological specimens 

• Spb tliB nutlior'fl paper on M. Grom's caae, Atlantis, Judo, 1S68. 
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are still constantly destroyed is qnite deplorable. Carefully 
open the right auricle hj an incision commencing in the 
inesian line of the superior cava, half an inch shoTe its ter- 
mination, and terminating in the inferior cava; make a 
second incision from the tip of the auricular appendix to the 
middle of the foregoing ; or, make a horizontal iocision from 
the auricula (auricular appendix) to the inferior cava, and 
then a vertical one, from the vena cava superior to the first 
(Cmveilhier) ; but I prefer the former method. Two some- 
what triangular flaps will thus be made of the anteriornall; 
throw one upwards, the other downwards, and a full view 
will he obtained of the interior of the auricle, auricular 
appendix, openings of the eavse, of the right auriculo- ventri- 
cular, and of certain lesser orifices. 

§28.5. Btood of Bight Atirick. — Note its odour, colour, 
and consistence, and whether fluid, semifluid, separated into 
yellowish fibrinous cosgnlum and a fluid portion, or uniformly 
jelly-like, of reddish, bluish-black, or black and tarry colour; 
whether consistent and having body, or thin, watery, and 
dissolved in appearance; whether any traces of oily mole- 
coles be visible upon it, and whether it present a purulent, 
ichorous, or leukfcmie aspect. If any coagulum be present, 
Bot« whether it be firm, tawny, yellow, or pale and gelati- 
nous, and whether it estend into the several orifices; mea- 
sure, as nearly as may be, with accuracy in ounces and 
drachms, the quantity of blood contained in the auricle (pre- 
serve the blood of the auricle in a clean vessel, to be esti- 
mated by re-weighing .finally with the whole of the blood in 
the heart). 

§ 286. When the blood is removed note the internal sur- 
face of the csviB, and of the auricle, whether smooth, polished 
and transparent, of uniform tint, and not thickened, or rough 
and villous; whether purulent, lympby, or other particlea 
adhere to the membrane, anj whether deposits of pus, ecchy- 
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mosia, or purpuric spotB, or marks of any kinJ, erosions, 
ulcerated or sloiigby patihes, exist beneath it; oliacrve the 
size ant! development of the musciili pcctinati ; examine the 
orifices of tlie vena? navE, and the coronary veins, trj if a 
probe can be passed through the foi'amen ovale ; note care- 
fully the auricular aspect of the right auricnio- ventricular 
opening; estimate its size by inserting the graduated cone 
till it be fully distended, recording the figured line reached, 
or roi;ghlj, by passir^g in three or more fingers (the right 
aurioulo-ventricularorificeofhealthy dimensions admits three 
fingers — index, reagnus, and annularis). 

§ 287. JiiffhC VetilricU.— This chamber may be best 
opened by an incision carried from tlio apex parallel to, but 
a little to the right of, the interventricular depression, to the 
cone of the pulmonary artery, a second incision being carried 
along the right free mai^n of the ventricle to the base ; the 
triangular fiap thus formed will, when thrown back, exhibit 
the ventricular cavity, its contents, orifices, valves, and other 
append^es, in a perfectly satisfactory and intelligible man- 
ner. If it is desired to keep intact all the internal parU of 
the ventricle, including the larger carnete colutnute and 
chordiB tendinese, and to observe the exact condition of the 
tricuspid valves as nearly as possible m situ normali, remove 
a small triangular flap from the anterior wall of the ventricle, 
the three incisions of which shall be one quarter of an inch 
from the base, septum, and right free body respectively. 
Observe and note the thickness in lines, and the colour and 
consistence of the muscular fibre, the character of the lining 
membrane, and of the contained blood, following seriatum 
the indications given in § 280, as to the auricular surfaces 
and its contained blood. Observe the thickness, prominence, 
and perfect or ruptured condition of the principal camese 
columnie and their diordte teadineie. 

§288. Tricuspid Valves. — Note if the colour, smoothneM, 



transparency, and completeness of the right, left, and poste- 
rior segments of the tricuspid valves be in any degree im- 
paired ; whether they are thickened, corrugated, fissured, 



ribriform ; whether 

cartilagin 

eoua deposits, he presented 

e whether any portions of 

lUgh the orifice hy detach- 



rent at the edges, perfurated o 
lar, lyraphy, warty, fibrous, i 
nodnles, or thickenings, or cah 
on their edges or sQrfai:e3 ; i 
tlioni be free and reversible thrc 
nient from the chordse tendinefe. 

§ 289. Pulmonary ^rfery.— Continue the incision along 
the septum made in opening the right ventricle, through the 
infundibuliform prolongation of this chamber into the pul- 
monary artery, and lay open the vessel to its bifiircation ; 
remark whether it be anywhere constricted, dilated, perfo- 
rated, or otherwise injured; note the size of the vessel, the 
character of the hlood it contains, the colour, polish, and 
transparency of its lining membrane, or the opposite condi- 
tion of the same ; observe whether there be opacity, thick- 
ening, deposit, corrugation, rents, fissures or cribriform or 
otherwise imperfect states of the lining membrane or the 
sigmoid valves; observe whether the remains of the ductus 
arteriosus be remarkable. With the scissors trace up tlie 
raraifications of this vessel through the lungs as far as possi- 
ble; note whether they be pervious throughont, whether they 
contain coagula, or whether they are constricted, dilated, or 
obstructed at any point ; whether clots, fibrinous shreds, mu- 
cus, warty or calcareous particles, or any extraneous elements 
are anywhere impacted in them ; note minutely the condition 
of the pulmonary substance in the vicinity of any such ob- 
structed vessel. (For further particulars see § 263 on Lungs.) 

§290. Left Auriclt.—'SolG its figure and dimensions; 
observe its surface for discoloration, deposits, or other 
changes, following seriatim the indications in § 286. This 
chamber may be opened as follows : make a vertical incision 
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from before liackwards, between the rigbt and left pulinonnry 
veins, incliiJlng the entire posterior wall of llio auricle. 
{Cruveilbier.) 

For the pathological characters of tbe lining membrane, 
walls, and contents of this auricle, follow seriatim the indicar 
tions given in § 285, 

§ 291, PulmonaTy Yang. — Follow up these vessels 
throngh the lungs, as directed for the examination of the 
pulmonary artery. 

§ 292. Mitral Orijke from Ike Left ^wriWe,— Carefully 
inspect this orifice from the auricular aspect; note whotiier 
it be patulous and enlarged, or constricted ; take its dimen- 
sions (it naturally admits two Sngers) ; note whether its 
sides are smooth and polished, or rongh nnd presenting wart- 
like excrescences or calcareous spicula ; whether the ehape 
of the orifice be roond, oval, lunatej, crescentic, or funnel- 
like ; whether it be large and permanently patent, or narrow 
and tubular (so as to admit only a qui II -barrel). 

I 2113, Left Ventricle.— Oa no part of the human body, in 
relation to pathological anatomy, has more attention been 
bestowed tlian on the cavity of the heart now to be esamined ; 
yet in regard to no other organ, or part of an organ, per- 
haps, is a less accurate or more unsatisfactory niodo of exa- 
mination practised by many persona. 

Methods of Opening the Left Ventricle and Aorta. — I 
have found the following plan simple, expeditions, and most 
satisfactory in displaying in the fullest and most readily 
intelligible manner, the interior of this chamber, its contents, 
its oriliees and valves, and those of the aorta ; the identity, 
mutual relation, and relative position of all parts, normal and 
pathological, being most perfectly maintained, while no di»- 
section more completely fits a specimen for exhibition of 
details in a preserving jar or glass-vessel. 

g 294, In the first instance, and before making any ii 
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into tlie left ventricle or the aorta, cut across the pulmonary 
artei'yatadiatanceof about a quarter of an inch from its bifur- 
cation ; gently lifting the cafdiac portion of this vessel with 
the forceps, free it and the infundibuliform expansion of the 
right ventricla from which it arises, fi'ora the aorta, and 
throw them back towards the right side ; now make, very 
carefully and cautiously, a horizontal sectioa with the scalpel, 
through the left ventricle, at the junction of the inferior and 
middle third ; this section should bo carried in as far as the 
septum on the thick left border of the heart, and about half 
way only to the posterior aspect; pass the left index finger 
into the ventricle through the section, let it glide upwards 
along the septum, and explore the aortic orifice ; advance it 
very gently till it passes into the aortic orifice, unless the 
commencement of that opening be thus found to he con- 
stricted, or he felt to be covered with delicate *'egetations or 
calcareous spicula, in determining which no force whatever is 
to be used, and the tip of the finger is to rcraaiu at the 
mouth of the vessel barely in contact with the valves or the 
vegetations upon them ; now make an incision with the 
scalpel along the edge of the septv.ra towards the aorta, carry 
it through the anterior wall of this vessel, guiding the blade 
by the finger withiu to the interval between the anterior and 
right, or the anterior and left sigmoid valves. The flap thus 
formed, when raised, exposes to view with fall effect, the 
cavity of the ventricle, its contents, walls, orifices, valves, and 
Buch morbid conditions as may be present. 

§ 295. Another excellent method of opening this ventricle 
is as follows : — Make an incisioii along the septum from the 
apex to the origin of the aorta, and another along the left 
thick border of the ventricle to the base, throw back the 
triangular flap thus formed, and a good view will be obtained 
of the interior of the cavity, its contents, its walls, its orifices, 
and their valves. The first incision may be prolonged 
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through the aortic orifice and the anterior wall of that Tea- 
sel, or the aorta may be opened from above, the aortic orifice 
being preserved intact. Each of these proceedings is proper 
for particular states of the sigmoid valves and the aortic 
orifice, as will be fonnd more specifically detailed further on. 

§ 206. When the left ventricle is fully opened, note its 
diraensions longitudinally and transversely in inches and 
lines ; observe its contents, the quantity of blood in ounces 
and (irachnis, and ita colour and consiatence ; observe whether 
it be fluid, semi-fluid, coagulated, separated into a yellowish 
fibrinous or gelatinous portion, and a reddish black-currant- 
jelly-like niasa ; whether, if fluid, it be thick and have body, 
or be thin, watery, as if dissolved ; note whether oily parti- 
cles or a purulent, ichorous, or leukasmic appearance be pre- 
sented in it If a fibrinous coaguluni exist, note whether it 
bo prolonged into the auricle or the aorta ; likewise observe 
whether it be moulded on the mitral or semilunar valves- 
Occasionally little spur or barb-like projections will be found 
on the coagnlum, just beyond the orifice of the aorta, and 
which have been formed by the fibrins being moulded on 
the sigmoid valves, in the interval between their aortic snr- 
faces and the wall of the vessel. 

§ 297, Observe whether the carneie columns and chordse 
tendineie are everywhere perfect and unbroken; note the 
character of the lining membrane, whether it presents thicken- 
ings, opacity, want of smoothness and polish, bright redness 
and villosity, purpuric or melanic spots, blood extravasations 
or ecchymosea, gelatinous, lymphy, purulent, tubercular, can- 
cerous, pigmentaiy, or other infiltration or deposit; whether 
it be abraded, eroded, or idcerated at any point, or present 
purulent or other cysts, or hydatids. Esamine for abnormal 
communication with the pcricnrdium, the right ventricle, or 
other part. 

g 208. MUrul Valve* from Camty of Fentridr.— Cue- 



HBART ASD Vli^SELB. 161 

fully observe t!ie size, colour, thiolineaB, trausparency or 
opacity, rent, fissured, pcrforatuil, cribriform or contracted, 
and corrngated state of the right or anterior, and of the left 
or posterior flap of tiie mitral valve ; note whether lymphy 
exudation, cartilaginous nodules, warty excrescences or vege- 
tations, calcareona deposits, or rough and sharp osscons-like 
spicula be presented on eitlier fold of the valve, and whether 
on the ventricular or auricular surfaces, or both. Note 
whether the pathological conditions present, if any, diminish 
and obstruct the oHfice, presenting or opposing an obstacle 
to the ingress of the blood from the auricle to the ventricle, 
or whether, on the other hand, the valves are so impaired as 
to be unable to close the mitral orifice, and thus allow of 
regurgitation of blood from the ventricle to the auricle when 
the former chamber contracta ; nolo the shape and dimen- 
sions of the orifice from the ventricular aspect, whether circu- 
lar, oval, lurmted, or crescentic, funnel-shaped or patulous. 

§299. Aortic Orifice front renfnWe.— Observe whether it 
is dilated or constricted, smooth or rough, free or obstructed ; 
take its dimensions ; note whether the valves are capable of 
closing the orifice or leave it permanently patent, admitting 
regvirgitation from the aorta into the ventricle ; or whether 
'hey ofier an obstruction to the egress of the blood from the 
ventricle into the aorta; ob&erve whether water poured into 
the aorta flows through the orifice into the ventricle or 
percolates through cribriform holes, rents, or fissures; or 
whetlicr, on the other hand, it causes the sigmoid valves to 
fall down and meet together, close the orifice, and prevent 
the regurgitation of fluid from the aorta into the ventricle 
showing their competency as valves to close the orifice, no 
matter what other pathological conditions afi'ect them. 
These valves may bo found enlarged, thickened, covered with 
warty or calcareous excresceiices, and yet adequate to close 
the orifice perfectly, though when thrown up against the 
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wslls of the aorta at the ventricular sjstole, the warty eicres- 
cencea upon them offer such an obstacle to the egress of the ' 
blood as to throw it into irregular vibrations (and lliusci 
iQurmar audible with the first sound of the heart). 

§ 300. After performing the hydrostatic experiment above- 
mentioned, it is ray opinion that, for almost all purposes, it 
is better to slit open the aorta, continuing through this ves- 
sel the incision made along the edge of the septum, when 
opening the left ventricle, and guiding the knife by the indi- 
cationsof the tip of the left index, placed at the mouth of the 
orifice, so as not to cat across any of the three sigmoid 



valves, but to make the section of the 
the moat anterior and the right one, o 
left one; a full view of the valves, th< 
cencea on the interior of the orifice, 
lining membrane of the aorta, ie thus i 

§ 301. Note tht 
whether they are 



! between 
between it and the 



nd of the walls and 
ly fully secured, 
size of the valves (individually), and 
ilarged and espanded* or constricted, 



corrugated, thickened, opaque, reddish, vascular, rent, fis- 
sured, or cribriform, covered with wart-liko cjcrcscences, 
Gartilaginons, grannlar, atheromatous deposit, or calcareona 
apicula. Note the state of the coi-pora aurantii, whether 
thickened, cartilaginous, or converted into calcareous masses. 
§ 302, jiorta.- — Note from without its position and size, 
whether dilated at the sinuses of Valsalva, generally, or at 
the sinus of Morgagni ; take its dimensions. Having slit up 
the vessel to the transverse portion of the arch at least, note 
the thickness of its coat* (in lines), the character of its con- 



• I have called attention to what I conceive to be a suppleoientwy 
Qilargomcnt or expanded condition of the aignioid valves of the aort^ 
without other chnnge In their structure, wbercby tliej are euabled to 
completely close the aortic orifice when this vessel is dilated to «ui- 
aJderablj beyond its nutural dimensioiia See Froccedings of Fatho- 
lo^cal Society of Dublin, Ses^on iaS7-G8. 



tents (see g 285, for Blood) ; t!ie colour, smoothneaa, polish, 
transparency or opacity, thickuning, rovigbness, redness or 
paletiess, of its lining membrane ; gently sponge off any 
blood or blood-stains from the internal coat ; note whether 
the red colour, if any, seems due to blood-imbibition, or be 
the result of hypersemic action in the coats themselves ; 
observe carefully the state of the ampnllte or si nuses of Val- 
salva (above the sigmoid valves), whether enlarged or dilated 
into aneurisma! sacs; note whether the internal coat pre- 
sents yellowish spota, diffuse patches of atheromatous deposit, 
calcareous spieula, or plates in, on, under, or protruding 
through it ; note the extent of the vessel occupied by any 
such plates, and whether it be distended, or occupied with 
true or false aneurismal dilatations; note whether blood baa 
at any part insinuated itself between the internal and middle 
coats, constituting dissecting aneurism ; observe whether an 
abnormal opening exist in any part of the vessel, and with 
what part or parta.a communication is thus establislied. 

§ 303. Cavity ok Abdomen. — Tiiis cavity having been 
opened by the vertical incision from the neck to the os pubis, 
note the appearances presented before the relative position 
of parts is disturbed ; observe whether the solid and hollow 
viscera occupy their normal situations ; whether t]ie liver 
descends low, the spleen comes into view, and if the stomacb 
and intestines aro much distended with flatus, and protrude; 
note likewise the colour of the several parts presented ; 
observe whether there be fluid effused in the cavity, and 
whether it be clear, serous, straw-coloured, bloody, miied 
with lymphy flakes, or purulent, or sero-purulent ; determine 
its specific gravity, and its cjuautity by measurement in pints 
ounces, and drachms ; note whether it be coi^ulable by 
heat, or nitric acid, or both, and what histological elements, 
if any, it presents under the microscope (D. 300 — 500); 
whether it contains compound granular cells, nuclei, mole- 
14* 
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ciiles, or blood or pus corpuscles; observe whetlier gases, 
fecal, or othfr foreign matter, have anywliero escaped into 
the cavity. 

§ 304, Periloneum. — Note whether the parietal and 
visceral serous suriacea bo uniformly smooth and polished, or 
rough, opaque, villous, vasculttr, blight pink, bluish, or ash- 
coloni'ed, covered with purulent, gelatinous, or more dense 
lymphy, tubercular, granular, or cheesy, hydatid, cancerous 
(colloid or encephalomatous), pigmentary, or other deposit, 
or infiltrated with any of same ; note specially whether yel- 
lowish glutinous lymph be anywhere effused, causing the 
viscera to adhere to particular parts of the parietes, or to 
each other ; note carefully whether there be any breach of 
surface in the parietal or the visceral layer. 

§ 305. Stomach and Intestines. — External Appearances. — 
Observe whether these viscera be distended or contracted ; 
note their dimensions at various parts, as in jejunum, ileum, 
and colon ; observe if they arc pale yellowish in aspect (nor- 
mal), or vascular, congested, reddish, pink, or bluish -colon rod, 
and whether largely so through extensive portions of the 
intestinal tract, or only in isolated patches. 

§ 306. Observe whether intussusception has taken place 
at any point ; also whether hernial protrusion, penetrating 
wound from without, ulcerating erosion from within, or rup- 
ture in any form, be discoverable in any part of the intestinal 

§ 307, Mesentery, Omentum, and Mesenlerie Glands. — 
Note the condition of the great vessels of the mesentery. 
Observe whether the great omentum be spread over the intes- 
tines, or corrugated ; whether the mesentery be elongated 
or contracted ; whcttier these parts be loaded with fat, 
thickened, vascular, or congested, the seat of tubercular, can- 
cerous, or other deposits ; note the condition of the mesen- 
teric glands, whether enlarged, bluish red, and congested. 



and gorged wjtt blood, filled with semi-fluid, creamy, semi- 
purulent, gelatinous, cheegy, tubercular, cretaceous, cancer- 
-ous, typhoid, melanic, pigmentary, or other deposit ; whether 
converted, in whole or in part, into cretaceous nodules ; note 
the dimensions of the lai^eat in lines, take their specific 
gravity (§ 342). 

§ 308. Observe whether tumours of any kind be present 
in the cavity of the abdumen, along the spine, on the aorta, 
in the mesentery, at tlie pylorus, in the utems, ovaries, or 
solid viscera, and reserve them for special examination. 

§ 309. For the carefiil examination of the mucous surface 
of the stomach and inlestineB, it will bo necessary to remove 
these organs from the body. To make a complete post- 
mortem examination, it will be absolutely essential to exa- 
mine the mucous siirfuce of the whole intestinal tract, from 
the mouth to the anus. In such cases the tongue, larynx, 
and trachea may be allowed to remain in connexion with 
the pharynji and tesophagus ; detach this latter from its 
areolar tissue connexion t« the spioe in the neck and thorax ; 
remove with it the immediate nniscular envelope of the dia- 
phragm which encloses it ; detach the stomach from itA 
connexion with the gastro-hepatic and gaatro-splenic omen- 
tum ; disengage the daodenum, and, using gentle traction 
on the intestines with one hand, divide the attachment of 
the raesenter}' within a quarter to half an inch of their con- 
cave border. By following this expedient, the whole intes- 
tinal tract to within a short distance of the anus, may ha 
rapidly and withmt injury, removed from the body. I 
would recon mend the adoption of this plan when it is de- 
sired to pai,k and seal np the intestines and other parte, with 
a view of send ng them to a. chemist for analysis of their 
contents for ord narj purposes, the stomach (with one or 
two inches of the oasophngns), or the <Bsophagoal fragment, 
stomach, and duodcnvim, may be removed together, a liga- 
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tare being first placed on the lower end of the <£sopbE^as 
snd OD the termination of tbe dtiodeDUDi. It would be well 
to examine earcfull; tbe jejunum and ileum at all times ; but- ' 
however great expedition be requisite, do not neglect to 
open and inspect the lower eighteen inches or two feet of 
the ileum, the ceecum, and a small portion (five to six inches) 
of the colon. This may be rapidly accomplished by taking 
up the ileum at the required distance from the etecum, esit- 
ting it across between two ligatures, detaching tbe mesen- 
tery, and following the intestine down to the ciecum, whicb, 
with a portion of the colon severed between two ligatures, 
may be removed with equal celerity. This operation, whicb 
gives such important negative or positive results in almost 
all cases, may be performed by a practised and skilful band 
in less time than it takes to describe it, including opening 
the intestine (with a bowel scissors) and washing it of 
f»cea, &C. 

§ 310. Stomach. — Observe whether the stomach presents 
tbe bour-glasB constriction, whether it be full and distended, 
or flaccid and collapsed, or contracted ; whether the vesaela 
along its concave and convex borders be engorged, its walla 
bluish and congested, rose-coloured and hyperasmic, or 
marked with purpuric or other spots; observe whether 
deposits of any kind, gelatinous, tubercular, or cancerous, be 
present in tbe glandula) on either border, or in the snbBtance 
of the walls of the organ, or at the cardiac or the pyloric 
termination. 

§ 311. Commence an incision to open the cavity of the 
Btoraacb in the lower part of the oBBOphagus, and continue it 
along the concave border to the pylorus ; if no tnoioiir exist 
in this latter situation, the incision may be continued into 
tbe duodenum, bo as to expose the cavity of that intestine. 

I 312. On opening the stomach, note tbe tbickness of its 
walls iri lines; observe the colour, odour, consistence, fluid- 
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itv, or semi-solid state of its contents, ascertsin the qnantity 
of matter pvesent, its reaction with blue or reddened litnniB 
-paper, and its speeific grayity ; observe whetber the gastric 
contents be yellowish, greenieh, dark blood-red, lees of wine 
colonr, blackish (black vomit), or pure blood (gastrorrhagia), 
in appearance. Carefully remove the contents of the sto- 
mach, and place them in a covered glass jar or other suita- 
ble vessel for further examination if necessary. In this 
operation, scnipulonsly avoid wiping, sponging, or scraping 
with the scalpel the gastric surface nntil carefully examined. 
§ 313, Note the general internal aspect of the eavitj of 
the stomach as follows : whether the walla are contracted, 
and thrown into rugas over the sorfaco generall j, or in parts 
only. Observe their colour, whether pale yellowish, olive- 
greenish, flesh-coloured, pink, uniformly or in patches, bluish 
slate-coloured and congested, covered with arborescent veins 
in the great fundus, on the convex border, or generally; 
note whether general ramiform vaacularitj, stellate conges- 
tion in limited patches or large surfaces, be present ; also, 
whether circumscribed patches of hyperiemic engorgement 
. are anywhere discernible, and whether purpuric spots exist 
in any situation. Observe whether the mucous surface be 
thick, mamillated, decomposed, softened, gelatinous, readily 
removable on alight pressure with the finger, or firm and 
adherent; remark (in rare caBcs) if the mucous membrane 
be anywhere or generally thinned, atrophied, pale, exsangui- 
neous, and reduced to a parchment- like slate ;* take its spe- 
cific gravity. 

§ 314. Note whether the tubular or lenticular glands of 
the stomach, especially the latter (so-called glands of Sprott 
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Boyd), be infarcted with epithelium, molecular oil or fatty 
matter, or with gelatinous or tubercular exudation, or atro- 
phied and obliterated. 

§ 315, Observe whether the gastric membrane be de- 
tached, dissolved, abraded, or eroded in points or patches; 
carefully distinguish between the appearances due to the 
solvent aetion of the gastric acids on the coats of the etO' 
macb (post-mortem digestion), and the results of inflamma- 
tory or ulcerative action during life ; in the former case the 
detacliment of the epithelium is ill-defined, irregular, and 
snperficial, though over a large snrface ; often in the de- 
pressed intervals of folds or rugas, when such exist, the 
aspect of the parts adjacent is dirty, olive-greenish, or black- 
ish and decomposed-looking, and there is an absence of any 
defined vascular halo or areola, though general arborescent 
or other vascularity may be present in the neighbourhood. 

§ 316. Note whether circumscribed patches of nlceratioo 
be anywhere present ; remark their exact site, if near cardia, 
pylorus, or on great curvature i whether they are oval or 
circular, shallow or depressed, presenting thick, reddish, hard, 
prominent, notched, or escavated edges; examine their 
interior and floor, note whether coated with pus or ichorous 
fluid, whether showing grannlationa or false membranes 
(tendency to Leal), and what tissues, if recognisable, they 
have eaten through or down to, as submucous tissue, mus- 
cular tissue, peritoneal coat ; note carefully the state *f the 
gastric vessels in the immediate vicinity, and whether any 
of them appear to have suffered from the erosive process ; if 
gastric hsemorrh^e have taken place, examine for its possi- 
ble site anil source (seldom easily determined). Observe 
with minute care whether perforation have taken place at 
any point, 

§ 317. Note whether colloid (gelatiniform), encephalo- 
matoUB, or scirrhous cancer be anywhere present, as at the 
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cardiac end, or the greater or lesser curvature, or at tlie 
pylorus, and whether in isolated masses or occupying any 
large extent of the gastric surface; note the dimensions and 
connexions of any such deposit. 

§318, Remark whether isolated non-cancerous scirrhua 
of the pjloma be present, characterised by the absence of 
canceroitH deposit in other parts of the stomach and in other 
organs; by the predominance of fibrous stroma, and the 
presence of longitudinal and circular bands of thickened and 
liypertropbied muscular tissue and other normal elements of 
the coats of the stomach, jn the substance of the tumour on 
section ; by the absence of lactescent juice, and by the 
microscopic chai'acters. 

g 319. Duodenum, Jejunum, and Ileum. — Note the 
dimensions of these intestines, and their colour from without, 
whether pale, sla'tc-blne, congested, or pink ; open them by 
incision with the bowel scissors, along the mesian line on 
their concave aspect and corresponding to the attachment 
of the mesentery and the entrance of the vessels. 

g 320. Note the thickness of their walls and the aspect 
of their conttiuts, usually jolk of egg ot gamboge-colour in 
the npper third, faecal matter in the lower two thirds ; gently 
wash with a stream of water the surface of this part of the 
intestines; remark if its mucous surface be hypersBmio or 
congested, bluish or pink-coloured, uniformly or in patches; 
also whether purpuric spots or patches be observable 
upon it 

§321. Note wbethcr the vascularity present has manifest 
relation to the minute glandular apparatus ; whether arbo- 
rescent vascular rings surround independent solitary follicles; 
whether large vascular patches embrace a group of Peyer's 
patches; whether oblong patches of vascularity eiist, three 
to four or more inches in length, and half to one inch in 
breadth, and situated opposite to the entrance of tlie vessels 
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from the mesentery; whether in any parta the vascularity 
be limlteil to the cd^es of the valviilae conniventes ; also 
whether an extremely clean state of the ei 
ral hright pink coloration and iridescent minute hyperwmio 
vascularity, be observable (as in cholera cases). 

§ 322. State of Mucous Surface. — Intestinal Glandular 
Appa.ratut. Commence the eiaminatiou of this delicate but 
important apparatus with the duodenal glands of Branner; 
observe those in the lirst horizontal part, whether they are 
readily discernible, full, and prominent above the sarface, 
impacted with epithelial and molecniar elements, or shrunken, 
and witli difficulty found; note whether these, or the Lie- 
berkflhn tubes (improperly termed follicles), in the horiiton- 
tal or vertical parts of this organ, are anywhere invested 
with inflammatory areolse; whether ulceration has attacked 
the Brunner glaudulae at. any part, and whetlier perforation 
has taken place. (Special attention is required in examining 
the dnodenum in the case of death resulting from barm.) 

§ 323. Follow up the solitary follicles through the jqu- 
num and ileum ; note whether they are tumid and infarcted 
with white, creamy, or dirty and discoloured deposit, and 
prominent upon the purfaoe; note whether they present tho 
remarkable contrast of numerous white granular bodies scat- 
tered thickly on a pink-coloured or reddish field [Sago- 
Grain State of Solitary FolUdes in Cholera, Lyons) ; ob- 
serve whether they are everywhere fall and tumid, or have 
burst and evacuated tlieir contents, presenting black pin- 
hole orifices visible at the several points of rupture. 

§ 324. The solitary follicles and Lieberktlhn tubes may 
be likewise traced, under corresponding conditions, into the 
large intestine. They are but rarely prominent upon the 
surface in the colon ; they are always to be recognised, how- 
ever, on careful exploration. Kote certain black points scat- 
tered throught the mucous surface of the colon ; they will bft 
/oiind to be the orifices of ruptured follicles, and lead Id 
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small empty cavitiea. In the yicinitj of these black spota 
will be observed rounded Bomowhat globular bodies, from 
the size of a pin's head to that of a small pea, solitary folli- 
cles not yet buret, infarcted witb epithelial and molecular 
matter. Note (occasionally) elevated pea-like bodies in colon, 
tumid, pustulelike, solitary foiltclcR, containing broken down, 
softened, and sometimes purulent matter. When such little 
tumid follicles burst, they leave circular pits, a line to two 
lines in depth and diameter, often with a surrounding vascu- 
lar areola, and having much the appearance of evacuated 
pustules. WTien thickly set on the intestine, they constitute 
a true follicular colitis [Puntular DysenteTy, Lyons), Make 
a minute inspection of the solitary follicles, from the lower 
part of the jejunum, through the whole tract of the ileum, 
to the ileo-ctecal vaive, in all fever cases, and in cases of so- 
called chronic, intractable diarrhcea, also in cases of phthi- 
bIb; note whether they are prominent above the surface so 
aa to reach the size of shot-gratus, swan-drops, peas or beans, 
respectively, or even still larger; observe their form, whether 
rounded or acuminated ; their colour, vrhuther dark, dirty, 
brownish-red, or yellowish ; remark their coneistence, whether 
hard and firm, or sof^ easily broken up, and giving exit 
to a broken-down, semi-fluid, creamy, or dirty- whitish, or 
brownish matter ; note whether any of them have been 
already evacuated, leaving excavated pits, with or without 
circura vallate, raised, thickened, jagged, or undermined 
eilges; note whether these appearances increase in frequency 
from above downwards. Carefully note the depth of the 
ulcerated follicles, and the tissues eroded by them ; observe 
whether, in any instance, perforation has taken place by the 
approach of one of these ulcerated points to the peritoneal 
sloughs are anywhere presented ; 
is of granulation and healing is 
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g 32S. Peyei-'s Patches: the Aggregated FollicUs. 
faWy eMiniiie the whole of the ilenin, especiallj 
half, and the eight to twelve inches of its tract ahove the 
ileo-colic 7alve, to determine thcatateof thepatcheaof Peyer. 
Note whetlier the whole patch and the individual glandulte 
are full, prominent, vascular, thickened, elevated, infaret«d 
with deposit, or, on the contrary, barely recognisable on the 
general mucous surface, the individual glandulte being shri- 
velled up, and marked by black dots, the whole patch pre- 
senting a shrunken and somewhat reticulated appearance. 
Observe the character of the deposit in tlie follicles, if any ; 
whether it be dirty brownish, yellowish, creamy-whitish, or 
cheesy, semi-solid or fluid, firrn and consistent, or readily 
breaking up and exuding on slight pressure: further note 
whether parts or the whole of the patches are sensibly ele- 
vated above the surface by such deposit to t!ie extent of one, 
three, or more lines; whether these elevated masses are 
entire or excavated, and converted partially or wholly into 
pits or fosste, with more or less elevated, thickened, jagged, 
or undermined edges. Note the extent of such excavations, 
tissues eroded by them, and that which constitutes their 
base; whether tJiey havo approached to, or anywhere 
forated the peritoneum ; and lastly, whether there be 
coloured sloughs or patches destroyed by gangrenous action 
anywhere discernible. Note, on the other hand, whether 
there be any process of reparation by granulation, formation 
of false membrance, &c. (Typhoid Fever, Follicular Ente- 
ritis, Phthisis, die.) Follow up specially the last three 
patches in the vicinity of the ileo-colic valves (sometimes 
on its iliac surface); in cases of tubercular deposit, note the 
ejrtent of the cheesy infiltration. 

§ 326. In those and all other affections of the solitary 
follicles and of Pcyer's patches, note the state of the meseik 
teric glands, and, if practicable, of the lacteal 
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Observe and recori! the microscopic characttr of tlic ty- 
phoid deposit, or infiltrations, tlicy present. 

§ 327. Inflammatory Stales of the Mucous Membrane of 
the Inteslines.—U ote whether serous, pitaitoua, gelatinous, 
r lymphy exudation be found on the mucous surface of the 
jjunum or ileum ; if true lymphy exudation, entero-diph- 
therite, be present, note its estent, thickness, red, blood-red 
: reddish-brown, or tawny colour, firmness, softness, friabi- 
lity, or capacity forremoval in large flakes. Scrape off some 
half inch of it here and there, and note the condition of the 
mocons membrane beneath, whether highly injected, villous, 
and rough ; and note if traces of new vessels can be dis- 
cerned passing from the mucous surface into the false 

g 328. Note whether lymphy exudation be formed iu the 
colon ; remark its seat, extent, thickness in lines, colour, 
whether reddish, blood-red, dark-brown, dark olive-green, 
black, or black-currant-jelly-like ; observe its consistence, 
whether firm and removable in flakes, or soft, jelly-like, and 
partially mixed with blackened blood ; if the colon be con- 
tracted, corrugated, as it constantly is, observe whether on 
making traction on the intestines, the false appearance of 
deep transverse or longitudinal fissures (excavations constantly 
mistaken for "sloughs" of the intestine)be presented. Scrape 
off the lymphy exudation here and there, and note the stata 
of the mucous membrane beneath, whether thickened, 
vascular, and villous, and whether traces of new vessels can 
be detected passing into the false niembi'ane. (Dysentery, 
True Colitis, or Diphtheritic Colitis.) 

g 329, Obser^-e whether gelatinons exudation, infiltration, 
emphysema, cedemB, or ehronic fibrous thickening, with 
constrictioQ of any part of the calibre of the intestine, be 
p present. (Scirrho-contracted Rectum, &c,) 

g 880. Observe whether cancerous deposit have invaded 
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tlie intestitips, wlietiier perforation have taken place at any 
point, iSic. Observe whetliec intestinal concretions of any ha- A 
pi-eaent. 

§ 331. Liver. — Observe tbis organ in iitu in the first in- 
stance; note whether it he sensibly enlarged or diminished in 
Tolnme, extending through the [eft hypochondriac, nmbili- I 
cal, and right lumbar regions, or so contracted as to be | 
nearly hidJen nnJer the right hypochondriac region (aa 
when much contracted in cirrhosis). Note wliether the ' 
capsnie of Giisson be firm, smooth, and transparent, or ' 
thick, fibrous, opaque, and contracted. Observe whethertlie 
organ has contracted any unusual adhesions ; remark its 
colovir, whetherofthe ordinary reddish brown, "liver" colour, _ 
livid and congested in appearance, or red, vascular, and 
generally hyperfflraic ; whether the colour be nniform 
throughout or disseminated in patches; note whether it is 
yellowish, or fawn-yellow, or chocolate-coloured, uniformly or 
in patches, studded with minute points of alternate fawn- 
yellow and reddish brown, spots or patches, large or small, of ] 
minute, fine, stellar vascularity, or irregularly shaped pentago- 
nal vascular outlines. Remark whether its under suriace be I 
wholly or partially tinged with bile, or whether this colors- 
tion be absent. Observe its consistence, whether it be natural, | 
somewhat liry and firm, large, soft, and flabby, or hard, 
dense, and resisting, lardaceous or waxy, or soft, and greaej ' 
to the touch (in Yellow Fever and Phthisis). Note whether ^ 
its surface be smooth and uniform, or nodulated, irre- | 
gular, presenting numerous hobnail-!ike elevations, as 
cirrhosis, bossy, round, or irregular masses, whitish, cream- I 
coloured, or yellowish, with vascular points or streaks, and i 
with or without a central soltcued and somewhat depressed 
pail (encephaloiiiatous masses of cancer, so-called FaiTe'a J 
tubercle), also whether generally disseminated cancer exist J 
in the organ. Observe whether tubercular or melanotic 1 



16S 



deposit ill smaller or larger masses, aggregated or dissemi- 
nated, hard or softened, be present in its snbstance or on 
the surface; note whether gelatinona hydatid maases) 
acephalocysts, be observable. 

§ 332. Carefully palpate the oi^an, and note whether any 
deep sense of flnctuation be distinguishable, also whether 
there be a tendency to point at any particular part of the 
Burfece (hepatic abscess, or the secondary purulent deposits 
in the liver in connexion with dysentery, especially the 
Indian variety, in Phlebitis, whether the resnlt of wound, 
or purulent absorption). Note the extent of any such 
abscess, the character of its contents, whether purulent, gra- 
mous and flaky, or mixed with blood ; remark the walls of 
the cavity, whether lined by a distinct secreting membrane, 
exhibiting epithelial scales under the microscope or not 
After removing the organ, weigh it (natural weight 50 
onnees), and take its specific gravity (natural specific gravity, 
10 of Beauni^); note its resistance on section, whether the 
capsule of Glisson be thickened and fibrous, whether much 
blood exndes, and whether the scalpel have a wot, or greasy, 
or oily appearance; define the entcnt of any deposit or 
absceBS. Note whether there be congestion of the vena portn 
system, of the hepatic veins, or of the branches of the 
ductns choledochns; observe whether gall-stones be depo- 
sited in any portion of the organ, or collected in the gall- 
bladder. Note whether this organ (the gall-bladder) be 
enlarged, thickened, filletl with dark or olive-greenish bile, 
or contain blood mixed with bile, 

§ 333. Remark whether any gangrenous destmction of 
the organ be observable, or whether it be generally broken 
down, disi II titrated and putrid in structure, emphysematous, 
and its tissues manifestly advanced in decomposition. Ob- 
serve whether this condition he isolated in this organ, or 
anociated with more .or less advanced general decomposition 
15* 
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in otlior TJacera and in tbe body generally. {Caaea of 
Const' tulional Gangrene, Lyons.) 

§ 334. Spleen. — Observe the position, extent, connexions, 
colour and consistence of the organ, whetlier it be hyper- 
lemic or anfemic; take its weight (normal weight, 2 to 4 
ounces), its specific gravity. Note whether it be soft, fri- 
able, or pultaceous, or more consistent and firm than usual; 
remark whether the capsule be thickened, fihrous, and gene- 
rally hypertrophoos. Not* whether fibrinous or purulent 
deposits, or typhous, broken-down, dirty, creamy esndationB 
be present in the substance of the oi^an; also whether it 
contain cysts, or lardaceous, tuberculous, cancerous, melanic 
or other deposits. Observe whether this organ is in direct 
or inverse ratio to the size of the liver, i.e. if large, ia the 
liver large or the contrary) 

g 336. Pancreat. — Ohserve whether this organ be en- 
larged or diminished in size, hard, dense, and of scirrhous 
aspect, or soft and fatty; also wiietber there be any infiltra- 
tion of the tissue with purulent or sero-piirulent fluid; whe- 
ther its duct be blocked up by calculus. In scirrhns pylori, 
note whether there be any scirrhous state of the pancreas. 

§ 338. Supra-renal Capmles. — Note whetherthese organs 
are hypertrophied, whether they present, on section, the 
normal subdivision into cortical and medullary portions (the 
former exhibiting a very regular arrangement of cells in 
rows) : note whether hagmorrhage has taken place into eitlier 
organ; whether purulent infiltration, or an indurated state, is 
presented ; also whether fibrous, tubercular, cancerous, or 
other deposit have taken ])lace. (Inquire, if any diseased 
state of the supra-renal capsules be detected, whether symp- 
toms of Addison's disease, bronzed, or otherwise diseolonred 
skin, and a peculiar cachectic state, with wasting and 
loss of strength, have been presented during life.) 

§ 337. Kidneyt. — Observe whether both organs are pre- 
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Bent, wtiptlier the two are nnited so as to form the horse- 
slioe kidney, whether cither of thcra be free and movable. 
Note whether tliey are, eitlier or both, enlarged or diminislied 
in volume. Take the weight of each (normal weight, 
3 to 4 ounces) and (auhaequeiitly) the specific gravity. 
Observe whether the capsule be smooth, readily peeled offi 
or thickened, fibrous, and adherent; whetherthe organs are 
congested, generally vascular on the surface, or presenting 
numeroua points of minute stellate or arborescent venous 
injection. Note whether the organ be large, soft, flabby, 
gorged with blood, and of a more or less deep livid tint ; 
whether it be large, flabby, soft, yellowish or fawn-yellow, 
and of either a waxy or a greasy appearance ; or, on the 
other hand, small, hard, yellowish, and more or less granu- 
lar or tnberculated on the surface. Remark whether cysts 
or abscesses, large or small, be noticeable on the surface ; 
whether tubercular, cancerous, or other deposit be present ; 
also whether there be noticeable any dilatation, saccular state, 
or other abnormal condition of the pelvis and ureters. 
With a large knife make a section through the organ in one 
bold sweep from the convex to the concave border ; observe 
whether the cortical and inednllary portions preserve their 
natural relative proportions, or whether either or both are 
diminished or contracted; whether either or both are con- 
gested, dripping blood on section, or presenting small blood 
extravasations here and there, minute reddish spots, congested 
Malpighian tufts, or reddish vascular streaks in the medul- 
lary part; whether, on the contrary, the surface presented 
on section is pale and ex sanguineous, granular, hard and 
dry, wany or lardaceous, or soft, flabby, and greasy to the 
feci, of a fawn or yellowish colour. 

§ 338. Observe whether the changes present, if any, pre- 
dominate in the cortical part, or are chiefly remarkable in 
the medullary cones. Note whether deposits of apoplectic 
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blood-clots, pus, softeiiod fibrous exudation, tubercle, cancer, 
typhoid deposit, or other product, also cysts, impaction of 
calculi, be observable. Examine the calyces, pelvis, and 
ureters : note whether free or obstructed by calculous im- 
paction, dilated or contracted ; whether their contents arg 
bloody, purulent, or serous, mixed with poa, canceronn, tubeN 
cular, or other exudation ; whether the lining membrane ba 
smooth and glistening, natural, or rough, villous, vascular, 
thickened aud librous, or fine, thin, and expanded, 

§ 339. Make a section with Valentin's double knife 
through the renal aubstanoo from the eonves border through 
tlie cortica! portion, and in a, direction parallel to the long 
axis of the cones; place it on a glass slide, and examine it, 
first with a low power, D, 10 to 1.^. Remark the condition 
of the tubules, vessels, and tufts; whether any or many of 
the vessels or tufts are goi^cd, ruptured, or obliterated ; 
whether any points or lines of blood extravasation are visible ; 
whether minnte cysts, purulent infiltration, tubercular, can- 
cerous, or other deposits, he noticeable. 

§ 340. Examine the same section compressed by a lamina 
of thin glass under D, 300 to 600 : note the condition of 
the convoluted and straight tubules, whether they are 
thickly crammed with epithelium, desquamated or shed in 
excess from the renal membrane; whether waxy, fibrinons, 
bloody, or other easts fill the tnbnies, or, on the contrary, 
whether the tubnles are bare and denuded of epithelium ; 
whether they are filled with granular oily particles, more or 
less soluble in ether. Observe whether the individual cells 
are filled with fatty or oily granular matter. Search for 
the Malpighian tufts, and note whether they are gorged, 
ruptured, or obliterated, filled with granular, oily or fatty 
matter, in more or less large microscopic drops or globnlea. 
Obecrve whether crystals of any kind are present, as those 
of uric acid, oxalate of lime, tbc. In the atrophied and dege- 
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noratcil kidney observe tlio w«sled Bud imperfenlly dovelopcd 
elements, llie tubules ■with incomplete epiUiulial lining, and 
the sliruuken pare achy in fitoua tissues. Note if microscopic 
cystfl be anywhere visible. 

§ 341. The purulent, tubercular, and cancerous deposits 
are to be recognised, as elsewhere, by the special characters 
of their histological elements; pus by the presence of pus 
corpuscles, showing the peculiar treble nacteuB on the 
addition of acetic acid ; tnbercle by the presence of niimorous 
minute nuclei, imperfect cell forms, abundance of grauulnr 
matt«r, and of cbolcstcariu plates; cancer by its lactescent 
juice and the abundance and large size of its cell elements, 
with the flattened walls, large nuclei and single or double 
nncleoli. Calculi may perhaps most readily be distinguished 
by the microscopic charactcra of small particles of them, 

§ 342. Specifie Gravity. — -The specific gracity of fluids 
is most readily taken by immersion of the graviraeter or 
Clinometer, and direct rending of the figure at which the 
instrument floats. The specific gravity of solids may be 
taken by immersing small cubical fragments of them in 
strong solutions of Epsom salts; common salt will answer 
readily for such purposes when no very great amount of 
accuracy is sought for. A number of solutions may bo 
kept of various known densities in moderately tall glass 
jars ; with an areometer or gravimeter immersed, note the 
specific gravity of the solution in wliich the fragment of tis- 
sue or other animal substance just oseiltates between sink- 
ing and floating. If only one solution bo used, it may bo 
of great strength; the gravimeter being kept immersed, 
plunge in the substance to be examined ; if it floats buoy- 
antly, add water carefully till it just oscillates ; when about 
to sink, read ofl' the number on the areometer or gravimeter, 
which is the specific gravity required (approximately). If 
the body siiik, cai'efully add more salt till it just floati, and 
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read the specific gravity aa before, of the areometer is 
about the specific gravity of distilled water. 

g 343. The specific gravity may also be taken by weigh- 
ing the substance carefully in air and in water, the diSerencs 
will be the specific gravity required : tbia, though a delicate 
and accurate procedure, is a slow and tedious one, and the 
former will answer better for constant use in the post-mortem 
room. Very valuable information is to be gained, in a large 
number of instances, by taking the specific gravity of organs; 
and I am satisfied that, when more generally employed, it 
will prove to be a very useful adjunct to our means of disr 
criminating between diseased states bearing general resena- 
blance in external physical characters. 
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DIRECTIONS FOR WRITING PRESCRIPTIOITS. 

A PRESOBipnoN for a formula directing the compounding- of 
medioines is always beaded at the top left-hand corner with the 
abbreviation 9, for the Latin word "Recipe" (2ii person singu- 
lar, imperative mood, of the verb Recipio, / recnve or taJct), 
which signifies "Take "or "Take of;" and terminated at liie 
bottom right-liand corner Willi the abbreviation M, for Misce 
(2d person singular, imperative mood, of the verbMisceo, rmtr), 
W-hich aigniSes " Mix." i 

The Preacriber, in fact, direeta the apothecary or compounder 
BB followa, when the Latin is turned into English; — "Take of 
Buch and such medicines sucli and such quantities; mix them." 
The imperative mood of the verb to lake is, consequently, that 
Which must be employed ; the Latin name of tlie medicine or 
medioines required must be put in the genitive case, governed by 
or depending on the Latin word for the quantity ordered, which 
U put in the accusative case as being governed by the verb take. 
A. prescription written out In full in Latin will, therefore, run ' 



(Recipe) 



Decocti Cinehonir uncina scplen 
TincturcG ojuGdem Composilw ui 



Die Venens Junii Uudecinio. 
Friday the Ilth ol June. 




The following abbre via tiona 
(ata) utTiusquc, of Bdch ; M for 



At llie end of the prescription tiie directions aro written in 
Latin in some audi form aa that given above, aa to how the 
medicine ia to he used, and the date Ib annexed. No matter j 
what ridicule may be thrown on the practice of prescribing a 
Latin, I am persuaded Ctiat there are many circumstances in 1 
whicli it is higtily useful and conducive to the best interests of I 
patienta. I recommend you, therefore, to cultivale a sufficient I 
knowledge of Latin to enable jou M prescribe with facility and I 
correclnesB, and to give your directions fully, clcariy, and ii 
piicitly. If, however, you are not sufficiently i 
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claauo tongue to enable you to write. in it with freedom and 
eorreotness, it is better to tniat to the vernaculer Eugliah than 
run the riak of mistake. 

Though no advocate for the polypharmai^ of past days, I o; 
not reeomiuend tlie careless and crude prescriptions too ofl 
passing current iu the present day. The prescinption of tLe 
classic daya of medicine -wsa framed on a definite plan, and 
compriBed several elements, tlie [irincipai of which are the fol- 
lowing, which I eonCEivB may b« still retwned with adrantoge 
in our method of prescribing'. The chief medicine employed 
was known as the ageiis, or agent, otherwise caOed basis, or the 
base ; a medicine capable of increasing the activity of tlie base 
was denominatiid the adjuvana, or adjuvant ; the AIuctjb, or 
diluent, was the name given to any preparation which helped to 
dilute either or both of the foregoing ; while the rtorrigena, or the 
oorrigent, was that which corrected any deleterious quality of 
the basis or the nrfjufons ; the medium in which the whole was 
Buspended waa known as the vehicuhum, or vehicle. The follow- 
ing formula for a purgative draught will illustrate the part played 
by each of the foregoing elements in a classic prescription 
i irtem ; — 



Tartratia Potassffl Ji (ngewu.iajw.sgentorbriao). 

TincturtB JalapiB J i {ailjw.-ana, or adjuvant). 

" SenuHi Compositte 3iii (ijiiunu, or diluent). 

8yrupi Zingiberis Ji (eorrijeiM, orcorrigent). 

AqoiB mentliis piperitai J i (vehievlum, or vehicle). 
U. 
Fiat haustos statim sumendus. 

It IB by no means necessary that all these elements should 
enter into every prescription ; as a rule, prescriptions shonld bs 
as simple as possible, consistently with efficacious action and 
masking the unpleasant effects of certain druga. 

The following abbreviations are in constant use, in writing 
prescriptions and in giving directions for the manner of using 
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^^^H 


Appsmnx. ^^^^^^B 


Ad lib., ad libitum, at will 


P. .^., partea lequalea, equfti parta ^^H 


Pol., poUicea, inches. ^^H 


M: "q"a, water 


P. r. n., pro r£ uatn, aa occasion ^^^H 


0„ congiuB, u gallon. 


requires. ^^H 


Ctichl., coolilearc, a apoonfnl. 






to the rules of art ^^H 


pi!lB be Rildeii. 


Sing., singuionim, of eacb. ^^^^| 


PL, flat, let it 1,6 made. 


ga., seml^iB, Laic ^^M 


Gr^ KTanaui. a gratn. 


Stat, Btatim, immediatelf. ^^H 


H. 8.,hora Boroni, at hour of sleep. 


Bl, Kumat, let him take. ^^H 


0., octeriuB, a pint. ' Y. S., Teneacctio, bl(«<ling. ^^^H 


Nnmbera are so constantly written incorrectly, that I tibk ^^^H 


tta subjoined table will be found uecM to students dcBirona of ^^| 


learning to write Latin with accurncj : — * 


■ 


« 


s?vSr „. 












T 




Isl 


Prinim, V nm 


Obm 


Bern.) (IndecllB.) 






duonmi nrdiD, 
orom rfot ond 
aK2 anobD^ ibuB, 


Bnii 


Socnndiw " 


TwiM 


Bll 




am 


T™B,iQ,iLiin,lbn». 




Stlmei 


Tor ' " 




!f 




Mil !j"id!"" ■- 


4 dm™ 






oUi. 




Sth smiis 


8 llmM:e*jri« - 




TVII 


SepWm 




7 Ilmci Sf pttei » 
e time! OuUeb ■> 




sMlL 


3tto H 






BIX. 






B Itn.» Ki>i»gi« 




wx 






in tlmu'Dddfi •> 






I nd-icin. 




lltiD.»'tlDd.d.. 






DnodMlm " 


«h Du.ld«lmIl^ a, nm 


l!tlmi»DncKleelfl« • 






Treiicrlm 


aiL nccimga tl!lti^^ n, nn 


18 tinH* TBrtffcien " 




1*X V 










flW 










t ifl dm 




le Hmei Seld«i« " 






"trlenl't™ " 














IS times OQlodwlH " 




BSIX. 


role isSa - 


»tli DeulDiui nonui " 






»sx. 


VlFlntI 




SOtfmp VidM - 




MXXI. 


rnosPtviginu ;; 










HSXIL 


Trfeioli " 


/andlkLflmMwcSb" 








soxsx. 










WXL. 


s,-s;s. : 












(WihtJiilnqii.BPfiinus || 








^^ oo .X. 


Sej^n^nlfl 










^H 70 LXX. 


BcpnuDttati " 


lOUi -eptiiBstfclmni " 








^B BDLXXX. 


OctOBtdlB 










^■. »\c. 


NoiutrtnU II 


Wlth\on,«,«inin. 








^H IMC, 




ll»thCeDIc.ln,u< H 






^■i mom 










^H i»on. 






taa \lmfa\laini!enttM " 




^■t iCOOM. 


idUle 




IOOOHdimMIIUm 
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JL,ljm • • • 

Annus, i ; m. 
Mensis, is; m. . 
Hebdomada, as ; £ 
Dies, ei ; m. 
Nox, noctis; £ . 
Nocte (abl.) 
Mane; n. (indeclin.) 
Meridies, ei : m. 
Meridio (abl.) 
Vesper, eris ; £ . 
Vespefe, v. i. 
Media nox 
Medi4 nocte 



Anno Dominu 

Year. 

Month. 

Week. 

Day, 

Niglit. 

At night. 

Morning. 

Midday. 

At midday. 

Evening. 

At evening. 

Midnight 

At midnight. 



Dies Hebdo- 

MAD2S. 

Dies Solis 
Dies Luni£ . 
Dies Martis . 
Dies Mercurii 
Dies Jovis 
Dies Veneris 
Dies Saturni . 



Days op the 
Week. 

. Sunday. 

. Monday. 

. Tuesday. 

. Wednesday. 

. Thursday. 

. Friday. 

. Satiu-day. 



Menses. 

Januarius, i ; m. . 
Februarius, i ; m. . 
Martins, tii; m. 
ApriUs, is ; m. 
Maius, i; m. 
Junius, ii; m. 
JuUus, ii ; m. 
Augustus, i ; m. 
September, bris, ; m. 
October, obris ; m. 
November, bris ; m. 
December, bris ; m. 



Months. 

January. 

February. 

March. 

April. 

May. 

June. 

July. 

August. 

September. 

October. 

November. 

December. 



Temi»oea. 

Ver, eris; n. 
w^stas, atis ; £ 
Autumnus, i ; m. 
ilyems, is ; ul 



The Seasons. 

, Spring. 

. Summer. 

. Autumn. 

. Winter. 



N.B. — In entering a day and date, the Latm word for day Is always 
put in the ablative case; "datum," signifying " given" or " dated on," 
being understood : thus, " Monday the 25th of March," is written in 
Latin, " Die Lunae vicesimo quinto Martii." 



GIOSSARI. 



IS. B. Nouna ending 



feminiae, and declined like m 



u uuuiiB eiiuLjig tu a uru ittuiiiuaUf qua uecuaeu uka mum 
except Vfhea a different gender and declenaion are given. 



Of or 



AA, BB, for nxa. 0/ each 
Abortus (ofioriri or obnrlare, to 

mieearry). jiiorft'oi*. 
AoephalooyBlis (u, not, «j^*i, a 

head, tiani, a bladder). J9^- 

daiid. 
Acne (airi, rigour f) Diaeaie of 

tkin. Claw PuetuleB. 
Acuustio (niiiiu, 1 hear), 

btlojiffinff to AeoTiKj. 
Aidoid (alalia, padenda). 

tie di'ianei, p. 10. 
^ophony (a.^, a goat, ptu-«, 

Toicu). Shrill, IreiiibliHg voice 

(heard in pleuriny). 
Albiiminaria {albumen and ou^Dr, 

nrina). Pcww^mb o/a(6a,n<n in 

Alcoholismiia, i, m. AleohuUnn. 
. Algtdna. a, uin. Gold. 
Alveolar (alimtt, a cavity). Hoi- 

AmenorrlKGa (a, not, iini', month, 

fiu, Iflow). Ahatni orde/eclii'e 

monstmatu^h 
Aniphc(ria(<i(i^<>pii,BJar). Jar-like. 
AhEBtnia (u, not, aUa, bluod), Im- 

pmeriihed blood. 
AnXBtheaia {<i, not, ainfla^njim, I 

perceive). Loa of leitnalion. 
AnenrysniB, atis, n. {<inopi>ru, I 

dilnto). Aneur;/inn, 
Andna (ay^fw, angcie, to cliolie). 

Paiaftil choking Mwtatian. 



Angina peatoriBL Painful ipatml 

ofchetl. 
Aqoresia (,>, not, opifrt, appetite). 

fjiit of appetite. 
Anthrax, acis, m. (afBiinj, a coal). 

A caTbuiicle, 
Aortitia. In/fammalitmaftluaer- 

Apopleria foTii, away, vhnria, I 

a trite). Apoplexv. 
Aphthaj (a-rrw, I inflame). 7U 

Ihriish, cwd-like tlaugkt of tht 

?iiucaut lamiibrani. 
Arteria (anp, air, rffiw, I hold). 

ArUry. ■ 
Arteritia la/lanmalhn of an ar- 

ArlbriliB(iipflpo«, a joint). Inflam- 
mation of the joinf. 

Aacuria Itunbriiioidea {•tataf.^-a^ I I 
lea|>). Rovnd loonn. j 

AecariB vercoioularis. Thread- 

Aauitea (ruT«.. a bladder). Drop- 

ly of the belly. 
Aspliyxia (», not, iftf.t, pulaa). 
"■■'-' mpendeii iinima- 



Me b'ood. 



(a, not, iTa»<o{, strength). 
Want of ilrength. 
Aathma (uTO(/a, loborionB broath- 



• ; Cardtad (iw^u, beart). Inf^- 
ig tab- CarciuoitiK (iihu-k, ■ ciab). Obh- 



nirtt, I eitcnd^ hnvrrfttt du- : 
(fluJOH ihJiI oir of tit liHig n 
■laim in w»ie-4om childrt*. ter, 

Athetoroa (*8>«a, pap or pulp)- Cariea, ttd, t (n>tt«nnee). J>*- 



and r^i), food). Dittata /nm Caro Tjtaima. I'ld'. 



Balneum, i. n. itufA. ' 

Balnenm calidam. Warm bath, 
BalaCDm fiigidum. Co'.f ^U. 
Balneum marinum. Sia-iMtir 

batK 
Balneum tepidum. Tepid bath. 
Balnetun raporU. Vojit*ir b'lth. 
Barcmeter (^ofi;, seight, in-Bur, 

meaiure^ 
Bronchieetani (PinyxK, a bron- 

ebus, unl>.^^ 1 extend). J}Uala- 

iinn of tilt bronehi. 
BroneliillB. Injlammiilion of tht 

Broodiopbon; (3i»yx«' ' bron- 

Gfaiu,or windpipe, fwm, voice). 

VoUe heard thToiigh lolid limg. 
BroDcbocKle (Bfy^ii, BbronchDS, 

«»=(, tumoar). Tamour of thg- 

Toid gland. 
Bruit. (Fr.) A noise.. 
Bniit de auir neut JVeu leather 

Bruit de diulile. Hianmivg sound. 
Bruit de T&ye. liaising nouTid. 
Bmit de BOie. Saining found. 
limit de «ouflleL BclloKi mtaid. 
Bnllie. Bicbt. 

Butyi-om (doui, cow, npoi, cbeeae). 
butttr. 

Cachectioi (la^rfm, bad babit of 
body). CcicAee((oJiHii««, p. 10 

Oma, le, f Svpptr. 

Cnluuliii, i, iti. iSfMlr. 

.Calor, Slis, m. ^ea(. 

Cnlor motdni. Bitinu heal. 

Cancer, cri, in (n crub). Canter. 

Cni'diacl ('api'", beutl), Hear 
dittatct, p. 10. 



Caro barilla. Be^. 
Caro etiDB. ifiitlm. 
Catarauas {•tra, down, «ai< 

•OHIO. I bnm) ebriou. 

frmJiun »/' Jruntardi. 
Catamenia ('-iru, dowu, f^i, 

month). Theaenies. 
Cataplaema. Uu. u. (tirBwXmBttir, 

tobeamear). Po«lti<t. 
Cephalici {■u^n, head), front 

duum*. p. 1ft 
Cerevisia,a, C Porter. 
Chlonwia (i)>i>>f>^, pale green). 

GrMH lieJ^u. 
CboleraAng1icB(ya>i,bile). Stif- 
I /iiA or 6i7i<Tiit tholera. 
Cbolera Asistiaa. ^(I'o^ or tnit 

cholera. 
Cbololitbui (v°H l>il«> >'^ 

Blone). Oall-ttonet. 
Cborea (^lopoc, a dance). Chorea, 

St. yUwfs dance. 
Clirotici (itpM, akin). £iin Hit- 

eatts, p. 10. 
Cioatrii, Tcia, t. A tear. 
Ciirbosia C.i(.^«. yellow). A'cm- 

tractile dimue oforgant. 
Cliniacteria (iXi^aiTiifi, a step). 

Turn of lift. 
Cliiiicid (•it.'n, a bed), .jf tht bed- 

Cocbleare, aris," n. (eoiAlea, k 

eoail'a Bhell). Sptivu. 
Cocbleare aniplum. Ta&le-tpoon. 
CocLleure medium. Ifeuerl-epooH. 
Cochleare parvum I v. iofaoUa). 

Tcaiftaon {iufanl'ty 
Coma (tura). Stupor toilh l«M «/ 

lennalion and folilion, I 

CoiiBtipatio. CotislipatiOK. 
CnnTUlaio. (7Dni>ti/iiionjL 
Cur, cordis, n. (.op). Thi heart. 



Cretinismufl (erftiii, Fr.) Cretin- 

MXB, idiolcy with iltfonniUi, 
Crepitoa, i, m. ^ crackling Hound. 
Oriiiis(«(iiiri(i deoision). Change. 
CuBnrbitnlil. Cupping-glass. 
Cncurbil.D'K crueiilim. Wit eup- 

Cocnrliitulre Bine ferro. Dry Cap- 
ping. 

Calter, tri, m. Knife. 

Cultellua, i. ui. Km/i. 

Cjaiio9i«(nin™s, aznra). Blvicolo- 
raliim of tiin, usunlly from 
impt^rfect septum of the lieurt. 

CyaUiuj, Wine-glasf . 

CvBlitia (.^.r,i, a bladder). /«- 
Jtammatim of the bladder. 

DauubituB {Jecmubire, to tie 
down). Poiition of lying doviti. 

DeliriuDi, i, n. {de and lira, a fur- 
row). Dtliritim. 

Delirium tremeni (trrmo, I 

ble). Xadness of drunkards, the 
" blw dftrits.^ 

Dementia (da, without, mem, 
mind), L^'ii of reaton- 

Dengue. Bhtumalic scarlatina. 

DentJtio. TfeefAitip (dnu, a tooth). 

DermatophjtB (^p/m, ekin, (Iutob, 
a plane). A clasi of tkin dia- 

Dinbetes (dio, through, ^ai>>i.;, 

I go). Exeeaive floa of wins. 
Diabetes MellttuB. Same ml 

Di^phoreiia (Jm, throngb, fiaa, I 

bear). Btoeating. 
Diarrbma (om, through, pia, 

flow). LooneiiiU of the bovelt. 



Diathetioi (<'">''■'''<> condition). 

Diathetie SseaMS, p. 10. 
Dietiail^iairii, wayofllre). Ditti 



», p. 10. 
Diphtberia. Divhlheria, inflaoi' 

matiOQ of tbQ fauces. 
Dinreeis (liiu, tlirou^h, 

wine). MiceHict ftoui of 



Drachms, le, £ Draekm. 

Draouncnlug draeo (ipuituf, a dra- 
gon), t. FilBriftmedineaaiB. ZB« ■ 
Guinea Kona. 

^senteriB (in, diffieulli wrt^oy, 
intestine). Dysentery, inflam- 
uiBlion of the colon. 

Dysanleria pu>tu!o«». Pustular ] 
dysentery, inflammiitioD of fol- 
licles of colon. 

Djsmtnorrhcea (ins, difflcalt, fiit, 
lonth, ,)..«, I flow). Difficult. I 
I- painfid nunstruotion. | 

DjBpepeia (Jdi, difliault^ mrru, I ] 
digest). Digtadl digeitioH. I 

vBpnoia (Svs, dimcult, irmio, I 
breath). Difficulty of brealhiag. 

Eehinococcna hominii. Hydatid. 

Ecthyma (fiflim, I break out). 

Disease of skin. Clasa PoituLo. 

Ei^iouia (uiiia, 1 pour out). A ue- 

ElepbantinatB [LKt-pas, an elephant) 

Arabica; GrDcorom. Xqvoty 

of Mosea. 
Embryo (m, in, fl^ucu, I grow). 

,he germ. 
Eniphyaema (ev, in, ^wuu, I in- 
flate). Distended state of Iha 
puhiiottaTyaiT-cillt,alioofolhfr I 

litraei, with air. 
EmpUstrum, i, n. A platter. 
EmplasLrum calefacieua. A ui 

jnil plaster. 
Emplastrnm lyttjo. A blister. 
EmplaBtruniroborana.^ifren^rA- I 

eiiing plaster. 
Emplaatrum Tesieatorium. 

UUIer. 
Empyema ("•, i", mi, pua). Ptu ] 

in the pleural eavity. , 

EnccphaUtiB (», in, x^iln, head), 

Infiaminalion of the brain, dx. 
EncepbalciideB (lyiritalgv, brain; 

«Ju(. like). Srain-likt Morar. 
Eudocarditia {irla,, within, nflia, 

heart). la/amtnatUm of lining 

metnbrane of heart. i 

Enema, tii, n. (ir, in, !<T^r, I send), J 

An injection. * 



GLOSSAKT. 



EoetDs cathartica 



Enema fiatidiim. Fielid injeeliim, 
EneniB terebintijias. TurpaUint 

Enema tabocL Tobafeojnjtrlum. 

Euterica (iinpcr, mteatioe). £inetl 

l/lKruu, p. 10. 
Eiit«ritia (oTipsk. inteatine). /n- 

fiamaiation of Vu inlttllnfi. 
Ealhetici (n>EI(r«, pat in). Enihe- 

tie diuata, p. 10. 
Epilepsia (miai^liuu, fat. m^nil^- 

fioi, I wite npou). Epilfptty. 
Bphelid«« (m, on, n><!<(, the ran), 

Freeldei, liver rpols. 
Epithelium, i, n (in, od, 0i,a>,, a 

Dipple}. KpUhilium. 
EpitheliaoiiL EpUHtlial lumoiir. 
Eqidnia (fyuui, ■ horae). IJit 

glttndmri. 
Erysipelas (invoj, I drav, i-Eltif, 

near, or rfnOfnn, red, .i**a, skin). 

Eiythema WrfpM, red). Erylhc- 

EianthemalA (if, ou^ drSiu, I 
flunriah). Rothes, 

ElOStitjS, T, EX0lt0«« (i(, OQt, DiT- 

Tioi', bone). Tumour on bona. 



Febria a fame, /iiinini /owr. 
FebriB contiDua, Continued /ever. 
Febria epliemBrslis (eri, for, S^'ipn, 

■ day). One day /ever. 
Febris emptira. Eruptive fevtr, 

aa small-pox, Ac, 
Fabria gastric a. EevcrnUJigiutric 

Febria intermittena. Intermiaent 
fever, Tit 

qnotidiana, Quolidian. «r 

tertiano, TSrrd'am, ewr]/ ««onJ 

qnnrtnnn. Qaarlan, even/ 



Febrii macolata (huhtuIii, • apoll ] 
Maculated fevtr. \ 

Febria miliana {miliitm, milUt). . 
Miliary or nteatlng /ever. 

Febria peraicioea. Ptrmei^m* Ji- 

Feb™ peteebialis. PeUnhial, or 
inortiateii, or<pi]((oi_;t«pr; Ty- 

Febris priiaoria. Primarg fewer, 

Febri»pni'rgerarnm(nKer,a«bild, 

porio, bring fort!.). Fevtr ^ 



FebrisremitteQB. Remiltmtfim 
Febria rheumatica. JZAnunohs 

_/irer, or Arlhrilis. 
Febri* synocha. Injtatiimattfy 

Febria ajnoohos. Mixed or mr- 

Febria typhoides (ru^t, stapor), 

TypAoia enteric fueer. 
Febnatjphiu. Spotted fever. 
Febris tjpbtu icterodea Tetlom 






foocitatio, onia, f, (/nerm, the 
flock of wool). Picking of Ih^ 
brd-elotlui. 

Forfeit ieia, £ Seintore. 

Fragilitaa oeNum (framlfte, to 
break). BrittlHueeoflhthottet. 

FramtKoaia. The iiava, the timenl. 

Freniiasemecit cataire {Ft.). Pur- 
ring tremor, like that of n cat 



Frottemeat (Fr.) Sound of feU 



Furfur, uril. Bran, eeurf. 
FurunouluB, i, m, {furfre, tu be 






'Oil. 



OBEgWna (ynyypa,,.,). ffnnyrfRI. 

Gangnena nusooomiftUa, Uofpilal 

ga„:,rcne. 
Gangrana Bcuilia. Ilr^ ga-grene. 



G«rgouilleiii«iit (Fr). Ghiifflinff 

Outralgia (ymrriip. Btomach, nXyiic, 

pain^ Pam in, the atotiuxeh. 
OaitriliB {yn-rie, the atoniMh), 

'■ ..: r ' ' 

of 6'd people, p, 
GloBMtia {y%iaa<in, the tongue). 

Infiemmaiion of the tongue. 
Oonorrhwa (yati, semeii, j^u, 

flow). Pundail diieliarge from 

the uTtlhra. 
Granum, i, o. Grain. 
Gjniaci (y<if\ y/oauiu). Diseaien 

./»»«,», p. 10. 

Hsmntemesis {<i\fa, bluod, f^im, 

vomiting). Vomiling of blood. 
Btematuria {Aiia, blood, avfir, 

nriue). Blooi in imne, 
Hmnoptysis (lifo, blood, irvu, I 

spit). Spitting of blood. 
Hemorrhage (olf-o, blood, icu, I 

flow). BUeding, 
EtLostus, Qs. IQ. Draught. 
Hepatiiia {^Kap, the liter). /«- 

fiamtnation of the liver. 
Eerpea (ifw, I creep). A ueMcu- 

lar sruplion. CIbbs Teuoube. 
Hirudo, inie, f. Leech. 
Eydtitid (Hiuft iSaros, water). A. 

peratite Tetanbling a tac of 



WaUr on the bral 
Ejdro|>biibia (uJum, water, ^aSot, 

fear). Rahia, from bite of in- 
furiated Boimiil. 
BydropB (Mup, wuter), Dropty. 
Ejdrotborax {iiup, water, Bopai, 

cheit). Water on the rheit. 
Hypertroplib (i'»w, over, Tpi^m, 

i noarUn). Hypertrophy. 
Erateria (ixufav, tbe Vomb). 

Eg.terit». 
Hjaleritia (same), IiijtMnmatiun- 

of the womb. 



Icterus (i.ri(j"i, a jellow bird), 
Jauiidiee, 

Ictbyosia (ijcHuf, a fiah). Sealg skin 
diheaie. Clasa SqnaiuFe. 

Dens (riAiai, I twiat)! Ileua, paaaio 
iliaca, paiTifut turitling of titt 
giUa. 

Impetigo (impelo, I invade). Dis- 
ease of ikin. Claae Puetnue. 

Index, ieis. A poitUer, the fore- 
finger. 

Idflaenza. Infuenai, 

IntUBauBceptio (fnfus, witbtn, tu>- 
eipio, I rweive). One portion 
of the inleslint patting into 
. sTiotlier. 

laehnria {m^o, I reHtrain, nfn, 
■ariae:). DifictUti/ofpasangwater, 

Jeutaculum, i, a. Break/ait. 



Lftnula, B, f. {lana, wool), fjtm- 

LaryngiamuB (^ofvyf). Zaryngiii- 
mua, a peculiar tpasmodie dit- 
eate of the (oryna;- 

LarytigiamDa stridnlnB. Laryngia- 
niui, apeadioT eromng (tiM~ ~ 
of the lorjffte. 

Larjngitia. Infiammation oftht , 
larynx. 

Lentigo {tent, a lentil). Frtchlt. 

Lepra. Leprosy. 

Lepra tuberculosa. True leprosy. 

Leuoocjtheniia (Xiutoi, white, 
.or^if, a cell, iil,.ii, blood). White- 
cell-blood. 

Licbea, inia, m. tetter. A tktH 
diieate. Cla«a rapulie. 

IJgula, le, f. Strnp. 

Linteiitii, i, a. (lintaa, flax). XiW. 

Lumbriuus; Smooth aonn. 



loU). Lupui, a tuben 
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,^jB. I K Bcroeis {.Mpot, dee J). Death of 

Mei»n« O-jAflt, block). Pa»iagt\ boat. 

of block matter bu itool. I NeOUUB (Fr.). Poitoned mand. 

Melanosis OnXa(, blaok). fflostiifi! S'epliriii(i'tftKi(,tidoey). firtjAt 

groath or deposit. „ . '?f^. , , .j _, c- , 



MeUsnu <f>E*ac, blasli) Bupn- 
nale, Additati'i ditcan, 

Heningitia {jnti"y(, a membraae). 
lataiKmation of the inembrixaea 
of Uie 6rai». 

Heniogids tnberonlosa. Tiltrtu- 

MenoirhsM {^11, moutli, /cu, I 
flow). Eiceuive memtruatioH. 

Montngpa (menlum, ohin, ayfi, 
uazure). Cliis whelk, or Sgcotii 

Uatamorphici {fum, oluinge, foii^ii, 

form). Sevelopmenlal di»tate, 

p. 10. 
Uetru, T. tnatritis {;ii/»p", 

Futrperal fever. 
Miiamfttioi ijnaapa, miasm). Mias- 

maiic diteoKet, p. 10. 
Mioa, IB, C. Vrumb. 
Mica panis. Crumb of bread. 



M,). 



Nepbritiei («^m, kiduey). Kid' 

tuv ditaaia, p. 10. 
Nephritis. Infiammalvm of (A« 

Neuralgia (-cnpar, nerve, aXyoc, 

pain). Tie doaioureui. 
NeiiroTDB (inipir, nerve). TWiovr 

Noma {nomce, «orrodmg aores). 

Canker. 
Noaocomiam, i, n. (mms, diseast^ 

c^Kj, 1 take oare of). An hot- 

Hosologia {nns, discaSB, Xsyej, 
word). (JlafijieaiionofiliiVUtt. 



»»). 



Miliaria (mUium, milletraeed). 

MUiary, or Sajeating fn-er. 
Mioroseope {(in(iiit, small, amtcia, 

I see). 
MUtura, IB, f. (mitceo, to mix). 

MUturn. 
MolUtieB Dssinm [mol 

Softneit of the bonei. 
MoUusoum. A akin dUeaae. Glass 

Tnberouliu. 
Monomania {)•'"!, alone, (linn 

madaees). Deraagemenl on, i 

lingle idea- 
Monorganioi ((."wt, alone, i.pya,n. 

or^sn). Local dtaealei, p. 10. 
Morbilli. lieaiUi. 
MudtAs. De'tf-dumbTKii: 
Myelitis Oie.X.K,niBrrow). Irtfam 

mation of the sphuU marroa. 
MyocBrditu{|ioi>i, a moaole, lupJip. 

a heart). I^/tamnuUioii of the 

niiMi;(<» oflhe hiart. 
Myostioi (jivs, inuBole, o"£a*, bone). 

£otit and muielt Jiitatt^ p. 10. 



Eklema glottidii. EftMoa into 

the areolar lUtne of the glollU, 
(Eeophagitia (si<u, oivu, 1 ovry, 

will carry, Jayu, I eat). Infim- 

mation of the oiophagiu. 
OITuln carnis oviDS. M^aU>t^dl«p. 
Offula Builla. Pork o/uip. 
Opbthalmia (x^nX^x, the «y«>, 

Infiammation of the ey*. 
Orchitia (r.pxic>^t««t>ele)> /i^lbBn- 

iiuUion of the teeliele. 
Organoleptio ("pyawi, an organ, 

AujiCai'iuv 1 seize), PcrmMdT Ey 

the nennee. 
Oesium Cragilitas. Briltleueu rf 

Osainm mollilies. Boflwttuftht 

bonti. 
Ostitis (wim*, a bone), /n/tom- 

malioit of hone. 
Ovarii hydrops. Dfopxy of the 




Dinordered; 
Puranehymft (■..„. 

I ponr). TAfl inienliliai iuli^ 
Han 



o/organ 
ijeliia (.n^.. 



{sff^Of by, an(j tile 

Pnrotia (■raria, by, oik, the oar). 

I, by, ffiTot, food). 



FarMitid , 

Paraiilic <K«( 
PftrtuB, u», m Child-birth. 
Fsthologj (:ruflii[, gnffeiiug, i, 

Pectoriloquy (jjeeiiu, clieet, /o- 
jHor, I speak). Toiee aa liaard 
In luuijF cavity. 

Padienlut, i, ni. {a pede). A lauie 

PedilDTium, i, n. {pe,, b foot, fw>, 

I cleanBe). Foot-balh. 
Pelli^ra (pellii, akin, aypa, Heii> 

ure). Pellagra, a ikin dineaie. 
PempliiguB (w^pif, » bubble). A 

btiUar ttaptian, Clase Bulln. 
PeriGudttiB (iripr, aroaod, I'lpjm, 

brart). InJIammatioK of the in.- 

•pitting memfironM o^ Oie. heart. 
Perityphlites{iri(ii, around, rv^iui-, 

the blind gut or CKCuin). In.- 

PerilonitJB (irspi, around, nrtoi, 1 

itretoh). /n^oinnidljon of the 

pfrittmeian. 
PeritooitiB tubereulosa. T^ilur- 

tular jieritintiliM. 
PertUBBia (per, inteue., luitit, a 

cough). Whooping-congk. 
Peatia. Theplagw, a fever aith 

earbutitlei. 
Pctechin. &10I1 (on the akin in 

Tj-phuB). 
Pharyngitia (f-e^yf, pliarjnx). 

' Uaanalion of the pharyt-j^. 



Fhiala, tB. f. BoHlc. 
Pbthiriasia t^fli.p, a louBe), T. Mor- 
bus pedioularia. The lounj/ U- 

pTO»l/. 

PhlebiliB {fXt^, a vein). Injtam- 

Plilegmon, onis; m. (*»tyw, I 
burn). InflammnlOTj/ ncelling. 

Fbljzaciuin, i, u. (^huiu, I ewell 
over). A pwitale withred 

Phreoitta {^piip, miud). Injlam.- 

mation of the braiU. 
PhthiBioi (feiTic, wasting). TSiber- 

rtular diisaiu, p. 10. 
Plithi^ (bsiuo). GoHmmption. 
Pilula, 10, f. J'ill. 
Pityriaais Irinpoo, bran). Sim 

distaie. CIbsb Squamas. 
PlauritiB (itltupni', a m em b rune), 

Pleuro-pneumonia (same, and 

ittn^ut, lung), In/ammation of 

the pteara and Ivagt. 
pDeumonia. Inflammalion oflht 

tting-irnb»tance. 
PiieMmoDici (irrcii^iuii,tiing). Lung 

rfiMoM*, p. 10. 
Pneumotboral (•rm^.a, air, fio^, 

cheat). Air iu pleural cawi(y. 
PootJum, i, n. Cup. 
Podagra (mrnc, mint, foot, ayfn, 

Beiinre). OoiU. 
Pompbolyi! (mic^c, a bubble). A 

biiltar erHption, Class BuIIbb. 
Pomum, i, ni. Apple. 
I'orrigo. Scald head. CUaa D*r- 

raatnphytB. 
Prandium, ii, n. Dinnir. 
I'rognoeiB (»(», before, yi, 

I kuow> Knowledge of Iht I 

remits of dineaie. i 

Pnirigo (pmrto, I iteb). Siin ] 

diieau. Clasa Papulie. 
Prnritua (same). 
pBoriaaiB {•p^pa, itch). Skin dit- ] 

eaie. C1«bb Squamre. 
FBvdradum, i, n. {fiiffa(, awhit« J 

bliater). A nmplt pnthUe. " 

Pulmo, eniB, m. Tlit lung. 
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Polsn;, fLs, m. fpulvi. I beat w The 

P. ri-tin^j to thi 






Rhenmatisin (Ict«s. emtarrliV 
Rhosehaa. i. m. ^ ratth or rdle. 
RijTur. ori^. m. Ssin Hi4* and cM- 



PuUi^s debi^ii W^al' puU*. 

tostriket D'jKbl^jiatinq pvl*e. 

PnUca daniB, Hard pu'**. 

FuidUB filiformu. Thread-like 
pulif^. 

Pul-ua formicans. PuUt creeping 
Ifk^ antn. 

Pubus forti* Strong pidif. 

I'uliius freijuens. Quick pul*€. 

Pu!«U3 iutermittens. jHttrmitting 
puUe. 

Pukm lentus. *S7oir pulte. 

PiiL«ui} mallearis. Hammer-like 
pidne. 

PukuB mollis. >S?<>/3f puhe. 

PuIkus nervinos. Irritative pulse. 

Pulsus normalis. Regular pulse. 

PuUus parvus. Small pulse. 

Pulftus plenus. Full pulse. 

Pulsus saltaus. Leaping or jerk- 
ing pulse. 

Pulsus urinalis. Urinal (fanciful) 
pulse. 

Pulsus vermicularis. Worm-like 
pulse. 

Purpura. Tfu purples. 

Purpura hsemorrhagica Purpura 
with 7nuc</us haemorrhages. 

Pustula, HJ, f. Pustule. 

Putttula maligna. Malignant pus- 
tule. 

PysBmia (n-uj, pus). Pyoemia. 
(iStalc resulting from absorp- 
tion of pus.) 

Pyrexia (irvotiato^ I am hot). The 
constitutional state of fever or 
inflammation. 

Pyrosis (ttup, fire). Water-hroAh, 
sour burning eructation s^ heart- 
burn. 

Rabies, iei, f. Hydrophobia. 
JtHchitiH(/m;^jf, spine). The rickets. 
Uadenyge. The leprosy of Nor- 
vHiy. 



HiS^. 



Rigor mortis. Stijfxie*t of limb* 

ofier deaik. 
Rot§«o<a {rosa, a rose). Rote-rask, 
Rubeola {rub^.o, I am red). Ru- 

hiolcLy cotrnpcmnd of measU» and 

scarlatina. 
Rupia (irT>f, filth). A diteoMe of 

the skin. Class Bulke. 

Scabies, iei, f. {scahtret to scratch). 
The itch. 

Scalprum, i, m. Chisel. 

Scarlatina. Scarlatina, scarlet 
fever. 

Scirrhus {cxto^tJi, hard). Hard 
cancer. 

Scorbutus, i, m. Scurvy. 

Scrofula. Strumous disease, king's 
evil. 

Scrupulum, i, n. Scruple. 

Senectus, utis, £ Old age. 

Serra, ae, 1 Sate. 

Sonmus, i, m. Sleep. 

Somnus altus. Deep sleep. 

Sorbitio, onis, f. Broth. 

Sorbitio ovilla. Mutton broth, 

Sordea, is, £ Filth, foul matter 
j on teeth, lips, (tc. 
I Spasms clonic {kXovos, tumult). 
Sudden, violent, and interrupted 
muscular contractions. 

Spasms tonic. Continuous and 
sustained contractions. 

Spedalsked. The leprosy of Nor- 
way. 

Splenitis ((rtr\riv, the spleen). In- 
flammation of the spleen. 

Sputum, i, n. FxpectorcUion. 

Squama. A scale, 

Stertor (stert&re, to snore). Snor- 
ing noise. 

Stethoscope {cTtBoi, chest, 9Jcoirca>, 
I view). Instrument to explore 
the chest. 

Stomatitis ((rro/ii, the mouth). In- 
fiammation of the mouth. 




GI.OSSABr. 



185 



StrongjInB gigSS (nrfwyyoXM, [ 

rouiid), Jlound aarm of the' 

itileiliiies, langs, Ac. 
StnitDB. Bcrqfulmu deiease. 
Sndamiiia. Saeat vesiclei, 
Syiioana menti (oiKot, a fig). Chin 

whelk (from auppoBeii reMm- 

blance to tlie fig). 
Syncope ("u., mlh, •oirrui, I fall). 

Kaintina. 
Synocha (if., with, tju, I bold), 

Ooniin ti«(i iiylommadiry fever. 
Synochua (umB). Mixed/ever. 
Bynovia (™, with. <«., egg). 

^liil /lie w/iWe o/eyfl. 
SynoTitis. Infiammation of liiiitig 

mtmbrane ofjoinia. 
Syphilids. Skinditeaits reudling 

from lyphilu, 
SyphiliafiDcaww). Tlievenrreai 

dUeiue. 
Syrini, ipgia, m. (.iipij-f, a pipe). 

A tj/riiige. 



Tuberculosis roeBeaterica. Same 

tabes me/enterica. 
TussLh, is, f. Cougi. 
TytDpaniim, i, n. A drum, 
TyplioSdea fKbria. Enteric or (y- 

phaidftver. 
Typhus febria {rvt:is, stDpor). 

Spoiled, maetdated, or ptiechiai ' 

fever, IriBhfe^er. 
Tjphiii ioterodeB. YilioiB fever. 

UrtJoafia (urlica, a nettla). mitlf 



Tabes mesenterica. WaettHg and 

iaanitioHfroiii tlruinout depottt 

in THuenleric glrmdt. 
Tania soliuui {?.„.,«, a Sllet). 

Tape-vtirm. 
Tatanua (ju,^ I atrvtcb). A dit- 

eaie mlh violent iiiuacular 

spaimi. 
Therapeutics (9iaiiiifi><.i, I heal). 

ne Kienre 0/ Lalinn. 
ITieniioniBter (Sip/ioi, warm 

Tfiiiii, meaaiire). 
Tonsilin. 7'imiilili>, quin»y. 
Trachealia (rpaxw, m, r™ 

TubBrculoBia (tvbercahrm, B 
berclo). Tubermtar dieeaee. 



rougb). 



Vaccinia (vncca, a cow). Vaccine 

ValTula. A Valw. 
Varicella. Chicken pox. 
Verioooele {varix aud >ir*«, > tu- 
mour). Smiling of a -eein. 
Variola (vami, a pimple). Small' 



Vibez, yibicis. A purple tiripe 

or mark. 
Vibrio, onia, f. (uiirare, ti 
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